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Woman of Africa, 
 
Sweeper, 
 
Smearing floors and walls with cow dung and black soil, 
 
Cook, ayah, the baby on your back, 
 
(And another in your tummy [researcher’s addition]), 
 
Washer of dishes, 
 
Planting, weeding, harvesting, 
 
Storekeeper, builder, 
 
Runner of errands…, 
 
Woman of Africa 
 
What are you not? 
 
(Okot p’Bitek [Ugandan poet]) 
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GLOSSARY 
 
The Perinatal Education 
Programme (PEP) 
The “PEP programme” equips midwives with skills to 
handle basic childhood conditions (Woods and Theron, 
1993:2). 
Maternity Care 
Providers 
The term “maternity care providers” will be used to refer to 
a doctor and/or midwife or both, as defined in the relevant 
Acts (Act 56 of 1974 (section 1 (iv) and Act 33 of 2005 
(section 31 (1(b)). 
Doctor A “doctor” is a medical practitioner registered by the 
Health Professions Council of South Africa in terms of Act 
56 of 1974 (section 1(iv) as amended (South Africa, 1974). 
Midwife A “midwife” is a person registered or enrolled as such 
under section 31 subsection 1(b) of the Nursing Act 33 of 
2005 (South Africa, 2005). 
Levels of Maternity 
Care 
Levels of Maternity Care are defined as follows: 
• Level 1 services include clinics, community 
health centres and district hospitals.  Services 
are provided to out-patients and in-patients by 
advanced midwives, midwives with PEP 
training, full time medical officers and visiting 
specialist obstetricians (Department of Health, 
2000:12-14). 
• Level 2 services (Regional hospitals) provide 
Level 2 services and some Level 1 functions to 
clinics and community hospitals near the 
regional hospital.  In addition to the staff 
mentioned under district hospitals, full time 
specialist obstetricians are available to give 
input on management of patients with 
complicated medical problems (Department of 
Health, 2000:15). 
• Level 3 hospitals are also known as central or 
tertiary hospitals.  These perform the functions 
mentioned under Level 1 and Level 2 hospitals 
and they also have specialised equipment for 
the management of very ill or difficult 
obstetric patients (Department of Health, 
2000:16). 
(x) 
 
Antenatal Card The “antenatal card” is the principal record of pregnancy 
(Department of Health, 2000:18).  It is completed at every 
antenatal visit and is kept by the client herself at all times 
so that the record is available for any maternity care 
provider who may require information relevant to the 
pregnancy. 
Neonatal Period  Pattinson and Carpenter (In Cronje and Grobler, 2005:696) 
define the “neonatal period” as the first 28 days of life of a 
new born baby. 
Neonatal Death A “neonatal death” is the death of a live born infant in the 
period that commences at birth and ends 28 completed days 
after birth (World Health Organization, 1996:83).  It may 
be subdivided into early neonatal death, occurring within 
the first 7 days of life, and late neonatal deaths, occurring 
after the seventh day but before 28 completed days of life. 
Stillbirth Pattinson and Carpenter (In Cronje and Grobler, 2005:696) 
state that the legal definition of “a stillbirth” in South 
Africa is a baby that is born without any sign of life after 6 
months of intrauterine life or 28 weeks of gestation or 
weighing a mass of 1000g or more. 
Live birth A “live birth” is one in which there are signs of life 
(breathing, heartbeat or spontaneous movement) after 
complete expulsion from the mother, irrespective of the 
gestational age or birthweight (Levene, Tudehope and 
Thearle, 2000:1). 
Premature (Preterm) 
baby  
Steyn (In Cronje and Grobler, 2005:153) defines a 
“premature baby” as a baby delivered before a gestation 
period of 37 completed weeks. 
Foetal Viability Theron (In Cronje and Grobler, 2005:68) defines “foetal 
viability” as the stage of pregnancy when a foetus shall be 
deemed legally capable of existence outside the uterus and 
is legally defined as 28 weeks gestation.  Wherever 
reference is made to pregnant women in this study, it will 
be deemed to only refer to pregnancy after this gestational 
stage. 
Partogram The “partogram” is designed to give a graphic display of 
the essential features of the first stage of labour namely, 
maternal and foetal conditions and progress of labour 
against the passage of time (WHO, 2006:1).  This record 
directs the management of labour in order to identify 
aberrations during the first stage of labour. 
(xi) 
 
Maternity Case Record The “maternity case record” is a record made for every 
pregnant woman admitted to the maternity unit 
(Department of Health, undated).  The record contains the 
woman’s demographic characteristics, history of her 
previous and current pregnancies, observations made from 
admission onwards, the partogram, summary of labour, 
assessment of the neonate and the discharge summary. 
Register A “register” is a book for official records (ENCARTA 
PREMIUM SUITE 2004: MICROSOFT). Information on 
all pregnant women admitted to the maternity unit 
including their places of origin is recorded in the 
Admissions Register. 
Registry The “registry” is a place where registers and other records 
are kept (ENCARTA PREMIUM SUITE 2004: 
MICROSOFT).  Patients’ maternity case records, 
admissions registers and the labour ward registers are kept 
in the hospital registry. 
Registrar A “registrar” is a senior doctor in a hospital, lower in rank 
than a consultant (specialist), who specialises in a 
particular branch of medicine or surgery and may train 
junior doctors (ENCARTA PREMIUM SUITE 2004: 
MICROSOFT). 
The National Committee 
on Confidential 
Enquiries into Maternal 
Deaths (NCCEMD) 
The “NCCEMD” was established in terms of the National 
Policy for Health Act 116 of 1990 and is responsible for 
conducting confidential enquiry into maternal deaths in 
South Africa.  The aim of this Committee is to identify and 
make recommendations on avoidable factors related to 
pregnancy, childbirth and the postnatal period, including 
those leading to maternal deaths (Department of Health, 
1999: vii). 
Gravidity Theron (In Cronje and Grobler, 2005:58) defines 
“gravidity” as the number of previous pregnancies a 
woman has had, plus the present one, regardless of 
outcome. 
Parity Theron (In Cronje and Grobler, 2005:58) defines “parity” 
as the number of pregnancies that a woman has carried 
beyond viability (that is 28 weeks of pregnancy). 
Appropriate Referral Referral of a case will be deemed to be “appropriate” if it 
fits the criteria for referral as described in the Guidelines 
for Maternity Care in South Africa (Department of Health, 
2000:27) and in the Primary Health Care Package for South 
Africa (Department of Health, 2001:18). 
 
(xii) 
 
Inappropriate Referral Referral to a regional hospital will be deemed to be 
“inappropriate” if the management of such a case fits the  
criteria described in the Guidelines for Maternity Care in 
South Africa (Department of Health, 2000:27) and in the 
Primary Health Care Package for South Africa 
(Department of Health, 2001:18) for management at a 
district hospital. 
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ABSTRACT 
 
There is a perception that some of the pregnant women referred from district to regional 
hospitals should have been managed at the former hospitals. 
 
To establish the truth of this perception, a quantitative, exploratory, descriptive and 
contextual study was undertaken to determine to what extent pregnant women admitted to 
a regional hospital are appropriately referred from district hospitals according to criteria 
described in the Guidelines for Maternity Care in South Africa and in the Primary Health 
Care Package for South Africa. 
 
Maternity case records of two hundred and eighty pregnant women admitted to a regional 
hospital in the Eastern Cape Province following referral from district hospitals between 1 
July 2005 and 31 December 2005 were reviewed and analysed. 
 
The majority of these women were referred for medical complications, previous 
caesarean section, failure to progress in labour, obstructed labour, preterm baby and 
eclampsia. 
 
The commonest reasons cited for the transfer of these patients were shortage of maternity 
care providers in maternity units and lack of expertise at district hospital level.  A lack of 
drugs and equipment were less commonly cited as the reason.  Criteria for referral from 
district to regional hospitals were fulfilled in only 78 (34.2%) of the referrals. 
 
This low level of fulfillment of the criteria is attributed to the apparent lack of feedback 
processes between district and regional hospitals.  This in turn limits the opportunity to 
develop competencies and skills of staff at these maternity units.  To address this issue a 
referral strategy for implementation in the Eastern Cape Province was developed and 
presented in this study. 
CHAPTER 1 
 
OVERVIEW OF THE STUDY 
 
1.1 Introduction 
 
This chapter will present a background discussion to the proposed research.  The 
research problem will be defined.  This will be followed by a discussion of the 
methods and processes the researcher intends to apply in conducting the study.  
Finally, a presentation will be made on how the research findings will be made 
available to various stakeholders. 
 
The District Health System (DHS) policy has been implemented throughout South 
Africa as the preferred healthcare delivery model for Primary Health Care services 
(South Africa, 2003(a):38).  The aim of the District Health Services is to ensure 
equity, increase effectiveness and efficiency, improve accessibility and promote 
community participation (Lawson, Rotem and Bates, 2003: 27; South Africa, 
2003(a):18).  The District Health System focuses on districts as the main locus of 
implementation of Primary Health Care services.  Primary Health Care services 
include personal promotive and preventative services; personal curative services; 
maternal and child health services; mental health services; basic oral health services; 
basic optometry services; medical social work services; provision of essential drugs; 
rehabilitative services; radiology and pathology services (Department of Health, 
1997:37).  In the Republic of South Africa, maternity healthcare services are provided 
free to indigent citizens in the public health care facilities (South Africa, 2003(a):18). 
 
South Africa has been divided into 39 health regions and 174 health districts 
(Department of Health, 2006(a)).  Community health centres and clinics form the first 
points of entry into the health system.  Each health district has a district (Level 1) 
hospital.  The district hospital is expected to handle most of the patients within the 
surrounding geographical area.  Complicated cases are referred to the regional (Level 
2) hospital.  Expertise at Level 2 hospitals is devoted mainly to those patients who 
require specialist care.  Level 2 hospitals frequently include Level 1 functions for 
nearby community health centres and clinics.  Level 3 and Level 4 hospitals are 
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highly specialised units with specialist and sub-specialities requiring access to scarce 
equipment and human resources (Department of Health 1997:225).  Levels of 
maternal healthcare are defined in the Guidelines for Maternity Care in South Africa 
(Department of Health, 2000:11) (hereafter called “the Guidelines”).  Maternity 
services are delivered according to the criteria in the Guidelines (Department of 
Health, 2000).  In terms of the Guidelines (Department of Health, 2000:12) it is 
expected that patients should be attended to at the lowest appropriate level before 
being referred to a higher level. 
 
The Primary Health Care Package for South Africa (Department of Health, 2001:12) 
(hereafter called “the Package”) defines the position of district hospitals within the 
primary health care system.  The role of the district hospital is described as being 
pivotal to the proper functioning of the District Health System (DHS) and acts as a 
gateway for the referral of patients downward and upward in the health care system. 
 
Referral of patients within the DHS needs to be based on criteria described in the 
Guidelines (Department of Health, 2000) and in the Package (Department of Health, 
2001).  However, an article by Bossyns, Abache, Abdoulaye, Miye, Depoorter and 
Van Lerberghe (2006:5) suggests that referral of patients between levels of care is the 
weakest link within the District Health System in rural Africa. 
 
A number of factors may lead to inappropriate referral of patients from district to 
regional hospitals.  The World Health Organization has highlighted “obstacles to safe 
motherhood” as being health systems with an inadequate number of skilled attendants 
and lack of medical equipment, drugs and supplies (Oluwole, 2006:2).  This document 
highlights the importance of a functional referral system to link the different levels of 
care (Oluwole, 2006:3). 
 
A study will be undertaken to determine the extent to which pregnant women are 
appropriately referred from district hospitals to regional hospitals according to the 
criteria described in the Guidelines (Department of Health, 2000) and in the Package 
(Department of Health, 2001). 
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The researcher will study pregnant women who were admitted to the regional hospital 
in the city of East London following referral from district hospitals within the pre- 
determined catchment area (Appendix 1).  This city is served by the East London 
Hospital Complex which comprises of Cecilia Makiwane Hospital and the Frere 
Hospital.  These hospitals provide Level 2 facilities. 
 
The study will be conducted at the Frere Hospital.  This hospital serves the population 
around the Greater East London and the Border areas of the former Ciskei and 
Transkei homelands.  The hospitals which refer patients to the Frere Hospital are: 
Adelaide, Aliwal North, Barkly East, Bedford, Burgersdorp, Cala, Cathcart, 
Cofimvaba, Elliot, Fort Beaufort, Frontier (in Queenstown), Glen Grey (in Lady 
Frere), Hewu (in Whittlesea), Indwe, Komga, Lady Grey, Stutterheim and Tarkastad.  
Appendix 1 provides a map showing the areas that patients are referred from.  These 
hospitals are found in the Province of the Eastern Cape, South Africa. 
 
The problem statement will be discussed in the next sub-section. 
 
1.2. Problem statement 
 
There is a perception among clinicians that some of the pregnant women referred 
from district hospitals to regional hospitals should have been managed at the former 
hospitals, according to the criteria described for the DHS in the Guidelines 
(Department of Health, 2000) and in the Package (Department of Health, 2001). Some 
of the reasons that have been advanced for this anomaly are that maternity care 
providers at district hospitals might lack the skills to perform certain procedures.  It 
has also been suggested that inadequate staffing of maternity care units or lack of 
material resources such as drugs and essential equipment at the district hospitals 
might be causes.  
 
In the foreword to the Second Report on Confidential Enquiries into Maternal Deaths, 
the Minister of Health indicated that there is a great need for healthcare providers to 
improve their skills with ongoing education (Department of Health, 2002: ii).  Regular 
upgrading of clinical and supervisory skills by training and retraining maternity care 
providers, especially at district level, has been mentioned as being crucial to the 
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successful implementation of safe motherhood activities (World Health Organization, 
1996:29). 
 
Poor service delivery, poor management, human resource shortages and lack of skills 
impact negatively on patient care.  These factors may lead to unnecessary referral of 
pregnant women from one level of care to another based on factors other than those 
described by the Department of Health (2000:27).  These factors may also lead to 
delayed interventions at the district hospital. Delayed referral of patients to the 
regional hospital results in increased morbidity and/or mortality for the mother and/or 
her unborn child. 
 
A recent article by Bateman (2006:168) has highlighted the problems of lack of 
service delivery, human resource shortage and slow management capacity-building at 
state hospitals.  Hutton and Tanner (2004:893) have mentioned that strengthening 
district level management capabilities is one of the methods of improving service 
delivery at the district level.  The Department of Health of South Africa has 
acknowledged the shortage of healthcare professionals in the country and in order to 
alleviate this shortage the Department has set out a strategy whereby an increased and 
sustained level of production of health professionals over a period of years will be 
implemented (Department of Health, 2006(b):9). 
 
The Department of Health (2000:132) recommends that an audit of referrals within all 
levels of maternity care should be undertaken on a regular basis.  If problem areas are 
identified, solutions should be devised and implemented in order to ensure that each 
level of care, including district hospitals, delivers the maximum package to meet the 
healthcare needs of the community it serves. 
 
This study will be undertaken to identify strengths and weaknesses in the referral 
systems of pregnant women from district to regional hospitals.  The essence of the 
research will now be described. 
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1.3 Research question 
 
The research question is the backbone of a scientific enquiry.  It identifies and clearly 
formulates the problem that the researcher would like to find answers to (Mouton, 
2005:53).  In this study, the research question was formulated as follows: 
 
“To what extent are pregnant women appropriately referred from district hospitals to a 
regional hospital in the Eastern Cape Province according to the criteria described in 
the Guidelines for Maternity Care in South Africa and in the Primary Health Care 
Package for South Africa?” 
 
Having described the research question the research goal and objectives will be 
described next. 
 
1.4 Research goal and objectives 
 
The research goal and objectives are as follows. 
 
1.4.1 Research goal 
 
The goal of this study is to describe the referral profile of pregnant women sent from 
district hospitals to a regional hospital in the Eastern Cape Province. 
 
1.4.2 Research objectives 
 
Using the criteria described in the Guidelines (Department of Health, 2000) and in the 
Package (Department of Health, 2001), the researcher will describe: 
 
• the reasons for referral of pregnant women from district hospitals to a regional 
hospital (Frere Hospital) in the Eastern Cape Province; 
 
• the proportion of these referrals that meet the criteria for appropriate referral 
from district hospitals to the regional hospital ; and 
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• the development of a referral strategy for implementation in the Eastern Cape 
Province. 
 
The research design and methods are described hereunder. 
 
1.5 Research design and research methods 
 
Research design and methods give a detailed description of how the researcher 
intends to conduct the study (Delport In de Vos, Strydom, Fouché and Delport, 
2005:165; Mouton, 2005:55).  This includes a definition of processes that will be 
applied to determine the research population and research sample.  This is a crucial 
step in setting the scene for data gathering.  The research design will be described in 
the next subsection. 
 
1.5.1 Research design 
 
This will be a quantitative, exploratory, descriptive and contextual study.  These 
concepts will be discussed in detail in section 3.2.  A brief discussion is given 
hereunder. 
 
In quantitative studies researchers study phenomena and try to describe relationships 
between them (Fouché and de Vos In de Vos et al, 2005:148).  As indicated in 1.5.2, 
the purpose of this study is to identify the number of pregnant women that were 
appropriately referred from district hospitals to the regional hospital.  Identifying the 
profile of these women is the exploratory component of the study (Bless, Higson-
Smith and Kagee, 2006:47). 
 
The contextual component of the study is an examination / discussion of maternity 
case records of all pregnant women who have reached a gestational age of 28 weeks 
and who were referred during the period 1 July 2005 to 31 December 2005.  This is 
the specific setting the researcher is interested in (Friedl, de Vos and Fouché In de 
Vos et al, 2005:435). 
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The researcher will scrutinise and analyse information extracted from maternity case 
records to establish to what extent these referrals met the criteria described in the 
Guidelines (Department of Health, 2000) and in the Package (Department of Health, 
2001).  During this process the author will be describing and exploring reasons for the 
referral of pregnant women from district hospitals to the regional hospital in the 
predetermined catchment area (Bless et al, 2006:47).  This is the evidence that will be 
used in order to answer the research question.  It is an empirical study in which 
existing data in the form of maternity case records will be analysed (Mouton, 
2005:57). 
 
The processes of determining the research population and research sample will be 
described in the following sub-section. 
 
1.5.2 Research methods 
 
Mouton (2005:56) states that research methods focus on the research process and 
procedures that will be applied during the study.  This includes determining the 
research population, the research sample and the processes that will be used in data 
collection.  The following sub-sections describe the processes that will be applied. 
 
1.5.2.1 Research population and research sample 
 
The research population and research sample will be determined as follows. 
 
Research population 
 
The research population is the portion of a population that meets all the stated criteria 
for inclusion in the study (Babbie and Mouton, 2004:100; Strydom and Venter In de 
Vos et al, 2005:198).  A preliminary analysis of the Frere Hospital statistics for 2005 
indicates that 228 pregnant women were admitted to the hospital following referral 
from district hospitals during the study period.  In this study, the research population 
will include maternity case records of these 228 pregnant women admitted to the 
Frere Hospital in East London following referral from the district hospitals in the 
catchment area (Appendix 1).  To ensure that the research population is all-inclusive, 
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the Admissions Register (which records information on all admissions to the unit 
including their places of origin) will be utilised.  The next sub-section describes how 
the research sample will be determined. 
 
Research sample 
 
According to Babbie and Mouton (2004:202), the research sample is a subset of a 
population that is observed in order to make inferences about the nature of the total 
population itself.  The research sample is therefore a representative of the total 
population. 
 
Maternity case records of all pregnant women admitted to the regional hospital 
following referral from district hospitals between 1 July 2005 and 31 December 2005 
will form the research sample for this study.  All 228 maternity case records will be 
included in the analysis, that is, a 100% sample will be used.  Details of data 
collection and analysis will be discussed next. 
 
1.6 Data collection and analysis 
 
The role of the researcher and the methods that will be applied to ensure accurate data 
collection are presented. 
 
1.6.1 Role of the researcher 
 
The planning and execution of this study is the primary responsibility of the 
researcher.  The researcher will ensure that all pregnant women in the research 
population and research sample are accurately identified to ensure completeness of 
data collection.  In order to ensure timely collection of data the researcher will enrol 
the services of a research assistant.  The latter will be a registrar in the Department of 
Obstetrics and Gynaecology.  It is necessary to enrol a research assistant who is 
conversant with medical terminology.  This will ensure that data is accurately 
recorded.  Only the researcher and the research assistant will access the maternity case 
records of the patients after the necessary approval has been granted by the relevant 
authorities (Appendix 4 and 5).  The researcher will also ensure that ethical standards 
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are maintained at all times (see section 1.8).  This includes ensuring and maintaining 
confidentiality.  The researcher will interpret the findings and provide a written report 
of the findings to various stakeholders.  The processes applied to collect data are 
discussed in the next subsection. 
 
1.6.2 Data collection 
 
Data consist of measurements obtained from a research study (Bless et al, 2006:111).  
In this study, a retrospective review of maternity case records of all pregnant women 
referred from district hospitals and admitted to the Frere Hospital in East London 
between 1 July 2005 and 31 December 2005 will be the source of data collection. 
 
Data will be collected on a number of variables as indicated in Appendix 2.  The 
appropriateness of referral by level of care, in this case from district hospitals to a 
regional hospital, will be determined based on the criteria described in the Guidelines 
(Department of Health, 2000) and in the Package (Department of Health, 2001).  
Procedures that will be applied in order to analyse the data are described next. 
 
1.6.3 Data analysis 
 
Data analysis involves systematic collation of data collected from field work.  In 
quantitative research the goal is to compare variables with one another and try to 
explain whether any relationship exists between these variables (Neuman, 2006:458). 
 
The data information will be captured on the data capture sheet (Appendix 2), entered 
into an Excel spreadsheet and analysed with a statistical software package namely, 
STATISTICA for Windows version 7.1 (SN: AX5128825901AR).  The services of a 
competent statistician will be utilised to assist with the statistical analysis (Appendix 
3).  This is important in order to derive useful and credible interpretations of the data.  
The concepts of validity and reliability of a measuring instrument are described next. 
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1.6.4 Validity of measuring instrument 
 
The validity of an instrument refers to the representativeness of the items under study 
(Delport In de Vos, 2005:167).  Validity is the accuracy with which the instrument 
measures what it is actually intended to measure, that is the factors under study 
(Leedy and Ormrod, 2005:92). Information on all pregnant women admitted to the 
maternity unit is documented in the Admissions Register.  It is therefore possible to 
identify all referrals from district hospitals.  Meticulous attention will be paid to 
ensure that the design of the data capture sheet (Appendix 2) reflects the information 
in the maternity case record and the Admissions Register. This will ensure that data is 
collected on all aspects pertaining to referrals such as demographic characteristics, 
reason for referral, type/form of communication between district and regional 
hospitals, maternal and neonatal outcomes and whether the referrals met the criteria 
described in the Guidelines (Department of Health, 2000) and in the Package 
(Department of Health, 2001). 
 
1.6.5 Reliability of measuring instrument 
 
The reliability of an instrument refers to the accuracy or reproducibility of the 
instrument.  This is the extent to which the independent administration of the 
instrument consistently yields similar results under comparable conditions (Delport In 
de Vos et al, 2005:168; Leedy and Ormrod, 2005:93).  The data capture sheet 
(Appendix 2) will be designed in consultation with a statistician to address all aspects 
relevant to referrals as mentioned in section 1.6.4.  This study is reproducible and 
results obtained from this study will be applicable to district and regional hospitals in 
the Eastern Cape Province, South Africa. 
 
A more detailed discussion regarding the validity and the reliability of the measuring 
instrument will be presented in sections 3.4.4 and 3.4.5 in Chapter 3.  The ethical 
considerations applicable to this study will be discussed in the next sub-section. 
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1.7 Ethical considerations 
 
It is acknowledged that research on human subjects presents ethical problems 
(Strydom In de Vos et al, 2005:62).  This research will be conducted with due 
consideration to the ethical principles of medical research and professional care 
contained in the Helsinki Declaration (Forster, Emanuel and Grady, 2001:1449).  The 
ethical issues relevant to this study will now be discussed. 
 
1.7.1 Nonmaleficence 
 
This is a requirement that the research should not harm individuals or research 
subjects (Mouton, 2005:243).  Beaucamp and Childress (1989:194) add that 
“nonmaleficence is restricted to the non-infliction of harm”.  During the course of this 
study, there will be no physical contact with subjects and therefore they will suffer no 
harm.  The analysis is retrospective, identifying in the process the study population 
and the sample and thereafter, working with patient records only. 
 
1.7.2 Confidentiality 
 
It is important to ensure that subjects’ identities are never made public in order to 
protect their right to confidentiality (Babbie and Mouton, 2004:523; Strydom In de 
Vos et al, 2005:67).  The Data Capture Sheet (Appendix 2) has been designed to 
identify the research subjects by number.  No names will be used at any stage in the 
study to ensure confidentiality (Babbie, 2001:523).  Maternity case records will be 
accessed in the Registry by the researcher and the research assistant only who are 
further bound by rules of professional confidentiality. 
 
1.7.3 Beneficence 
 
This means acts and measures to benefit one another (Beaucamp and Childress, 
1989:194).  Forster et al (2001:1451) add that results from research should be 
beneficial to the community as a whole.  The aim of the study is to identify strengths 
and weaknesses in the referral of pregnant women between district and regional 
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hospitals.  Any corrective measures applied to any deficiencies so identified will 
benefit the community as a whole since an efficient health system inspires confidence. 
 
1.7.4 Approval 
 
Permission to have access to maternity case records will be obtained from the hospital 
authorities of the Frere Hospital, East London (Appendix 4).  Application will also be 
made to the Research and Epidemiology Unit of the Department of Health, Eastern 
Cape Province for permission to undertake this study (Appendix 5).  Approval to 
proceed with this study will be obtained from the Nelson Mandela Metropolitan 
University Research Ethics Committee (Human) (Appendix 6) and the Advanced 
Degrees Committee of the Faculty of Health Sciences (Appendix 7). 
 
1.8 Envisaged chapters 
 
The final report of this study will unfold and be presented as follows: 
 
Chapter 1: Overview of the Study 
Chapter 2: Literature Review 
Chapter 3: Research Design and Research Methods 
Chapter 4: Data Analysis and Interpretation 
Chapter 5: Discussion of Findings, Conclusions, Recommendations, The Referral 
  Strategy and The Résumé 
 
The researcher will discuss, in the next sub-section, how the findings of this study will 
be disseminated to various role players. 
 
1.9 Dissemination of results  
 
As previously mentioned, the aim of this study is to identify strengths and weaknesses 
in the referral of pregnant women from district hospitals to the regional hospital.  It is 
therefore crucial that the results from the outcome of the study be made available to 
various stakeholders. 
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Healthcare workers at the East London Hospital Complex and management at district 
hospitals and at the regional hospital will receive a report.  The researcher plans to 
publish the findings of the study in the South African Medical Journal.  This Journal 
is published monthly and is widely distributed to the medical profession in the 
Republic of South Africa and internationally.  Copies of the report will be made 
available in the Nelson Mandela Metropolitan University (NMMU) Library.  The 
findings will also be presented at the Eastern Cape Health Research Conference and at 
the Prestigious Student Research Conference organised by the NMMU, Port 
Elizabeth. 
 
1.10 Summary 
 
An outline of the proposed study has been presented.  The aim of the study is to 
identify strengths and weakness in the referral of pregnant women from district 
hospitals to a regional hospital facility in the Eastern Cape Province.  Suggestions will 
be advanced to maintain or improve the referral system and procedures depending on 
the outcome of the study. 
 
The following chapter will describe the literature applicable to the referral of 
maternity cases in the Republic of South Africa. 
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CHAPTER 2 
 
LITERATURE REVIEW 
 
2.1 Introduction 
 
In chapter 1 the proposed research study was presented.  The aims of the study and 
area of interest to the researcher, that is describing the referral profile of pregnant 
women sent from district hospitals to a regional hospital in the Eastern Cape Province 
and determining to what extent these referrals conformed to the guidelines contained 
in the Guidelines for Maternity Care in South Africa (Department of Health, 2000) 
(hereafter called “the Guidelines”) and in the Primary Health Care Package for South 
Africa (Department of Health, 2001) (hereafter called “the Package”), were 
highlighted.  In this chapter, the provision of healthcare in the public health facilities 
in the Republic of South Africa will be discussed.  This will be followed by an exposé 
of maternity healthcare services in the country as well as the referral of pregnant 
women within the different levels of maternity care. 
 
There is growing international agreement on the need to strengthen health delivery 
systems in all countries and that financing of healthcare should be seen as an 
investment and not merely expenditure (Tshabalala-Msimang, 2005:159).  A World 
Bank publication lists improving health care delivery and strengthening core public 
functions as central to strengthening the health systems (Wagstaff and Claeson, 
2004:ix).  The provision of healthcare in public health facilities in the Republic of 
South Africa will be discussed in the following sub-section. 
 
2.2 Public Health Care System in South Africa 
 
South Africa has a population of about 42 million (South Africa, 2003(b):55).  In 
2003/2004 the country spent approximately R107 billion on healthcare.  This 
represents an expenditure of 8.7% of its Gross Domestic Product (GDP) on health 
(Department of Health, 2006(b)).  Of this GDP, the private sector contribution was 
5.2% and catered for a population of 7 million people whilst the public sector 
contribution was 3.5% providing for 35 million people.  The 8.7% of GDP on 
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healthcare expenditure is in line with Australia (9.6%) (Nel, 1999:8).  In contrast, the 
United States of America spends 14% of its GDP on healthcare (Clewer and Perkins, 
1998:4) while Uganda spends a mere 0.5% of GDP (Wagstaff and Claeson, 
2004:146). 
 
Prior to 1994, the provision of healthcare was inadequate and fragmented, resulting in 
gross inequalities in the provision of healthcare within South Africa (Tshabalala-
Msimang, 2005:159).  The Eastern Cape Province, in which this study was conducted, 
comprises 16% of the population and is the most deprived province in South Africa 
(Mfenyana, Griffin, Yogeswaran, Modell, Modell, Chandia and Nazareth, 2006:323).  
The Government of the Republic of South Africa has adopted the District Health 
System (DHS) as the preferred healthcare delivery model for Primary Health Care 
Services in order to transform the health services in the country (South Africa, 
2003(a):38).  The principles of the DHS are to ensure equity, increase efficiency and 
accessibility of health care services to the population taking into account the 
prevailing socio-economic conditions (Criel, 1995:55). 
 
The DHS type model has been used extensively in the United Kingdom and Australia 
(Nel, 1999:8).  In the United Kingdom, the National Health System (or NHS as the 
system is generally known) is publicly funded and guarantees free healthcare to the 
population.  The NHS in the United Kingdom was established in 1948 
(Sweeney,1994:1180;Mohan, 1995:176) and has undergone refinement over the years 
to become one of the most successful nationally organised and publicly funded health 
care systems in the world.  This system devolves functional processes and decision 
making to the districts.  Standardised guidelines for community based primary health 
care and hospital based healthcare have been put in place.  These are continuously 
updated as more evidence based healthcare information becomes available in order to 
ensure that the best health care is delivered nationally.  This NHS system costs 7% of 
the Gross Domestic Product in the United Kingdom (Berwick, 1998:317).  The public 
healthcare system in South Africa is largely based on the United Kingdom National 
Health System model, with the DHS as the core element of the national health system. 
 
In order to implement the Primary Health Care policy, the public health care system in 
South Africa has been demarcated into levels of care (Department of Health, 
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2000:11).  District hospitals provide Level 1 services to outpatients and inpatients. 
Regional hospitals provide Level 2 services and some Level 1 services to community 
health centres and clinics near the regional hospital.  Level 3 hospitals perform 
functions mentioned under Level 1 and 2 hospitals.  They also have specialised 
equipment to assist in the management of critical or very ill obstetric patients 
(Department of Health, 2000:16).  The importance of establishing different levels of 
maternity care is reiterated by Van Coeverden De Groot (In Cronjé and Grobler, 
2005:678). 
 
For proper utilisation of financial and human resources, it is expected that patients 
should be attended to at the lowest appropriate level of service and be referred to a 
higher level only when clinically indicated.  As far as possible, health interventions 
should take place close to the communities in which patients live (World Health 
Organization, 1996:12).  The following discussion focuses on maternity care services. 
 
2.3 Maternity Care in South Africa 
 
Maternity care in South Africa has been boosted by four initiatives of the government 
of South Africa namely:  
• development of a National Health System;  
• establishment of the National Committee on Confidential Enquiries into 
Maternal Deaths in South Africa;  
• development of the Guidelines (Department of Health, 2000); and  
• development of the Package (Department of Health, 2001).   
 
These initiatives are described in the following sub-sections starting with the National 
Health System. 
 
2.3.1 The National Health System  
 
The formation of the National Health System in 1997 was the first initiative that the 
government of the Republic of South Africa implemented in order to improve and 
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increase both the access to and the quality of maternal, child and women’s health 
services (South Africa, 2003(a):18). 
 
Maternity healthcare is provided in community health centres and clinics which form 
the first points of entry into the health system.  Upward referral takes place from these 
clinics and community health centres to Level 1 (district) hospitals and from these 
district hospitals to Level 2 (regional) hospitals.  Level 3 hospitals are sometimes 
referred to as central or tertiary hospitals and have the following functions, namely: 
 
• all level 1 and level 2 functions;  
 
• providing advanced prenatal diagnosis facilities;  
 
• providing specialist combined clinics;  
 
• providing expertise for the management of extremely ill or difficult obstetric 
patients;  
 
• supervising and supporting level 1 and 2 hospitals; and  
 
• responsibility for drawing up policy and protocols in the regions served 
(Department of Health, 2000:16). 
 
In some cases, maternity cases may be referred from community health centres and 
clinics directly to the nearby regional hospital. 
 
It is estimated that 5-10% of pregnant women will require the services of a specialist 
obstetrician at a Level 2 or Level 3 hospital (Department of Health, 2000:12).  Figure 
2.1 is a graphic representation of levels of maternity care. 
 
 17
REGIONAL HOSPITAL (LEVEL 2) 
DISTRICT HOSPITAL (LEVEL 1) 
COMMUNITY HEALTH 
CENTRES 
CLINICS 
PREGNANT WOMEN 
CENTRAL/TERTIARY HOSPITAL (LEVEL 3) 
 
 
 Figure 2.1: Graphic presentation of levels of maternity care in South Africa 
 
The next sub-section focuses on the second initiative. 
 
2.3.2 The National Committee on Confidential Enquiries into Maternal Deaths in 
South Africa 
 
Another initiative of the South African government was the establishment of the 
National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) 
(Department of Health, 1999).  The Confidential Enquiries system has been in 
operation in South Africa since 1 October 1997 and produced the first report on 
maternal deaths for the year 1998 (Department of Health, 1999).  A decision was 
taken to produce future reports on a triennial basis.  The NCCEMD makes 
implementable recommendations on healthcare and community action for improving 
clinical outcomes, thereby resulting in a decrease in maternal morbidity and mortality 
(Department of Health, 1999: ii; Lewis, 2004:77). 
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The 1998 Report on Confidential Enquiries into Maternal Deaths in South Africa 
made a number of recommendations (Department of Health, 1999: xi).  Those which 
are applicable to this study are: 
 
(i) establishing and implementing criteria for referral and referral routes in all 
Provinces.  This would result in timely referral of those pregnant women who 
require specialist care to the regional hospital; 
 
(ii) establishing criteria regarding staffing and equipment needed at each level 
of care in every health institution concerned with the care of pregnant women.  
The aim is to have enough staff, medical equipment and drugs in order to 
deliver the best level of care in these institutions; and 
 
(iii) the correct use and interpretation of the partogram in all institutions 
conducting births.  This would facilitate the early detection of aberrations in 
the progress of labour and the implementation of the necessary management 
strategies. 
 
The second report of the NCCEMD for the triennium 1999-2001 reiterated the above 
recommendations (Department of Health, 2002: ix).  The report also emphasised that 
emergency transport facilities for pregnant women with complications should be 
available to facilitate the emergency transfer of patients between institutions.  The 
NCCEMD report for the triennium 2002-2004 has also reiterated the importance of 
functional referral routes and criteria (and the appropriate utilisation thereof) in all 
facilities providing maternity services.  In addition, this report has suggested that 
maternity care providers and emergency personnel should be trained in the criteria for 
referral as a strategy for improved implementation and utilisation of these criteria.  
The report has also reaffirmed the importance of the correct use of the partogram in 
institutions conducting births and suggested that face-to-face, on-site, outreach 
training programmes for the use of the partogram be implemented in all Provinces 
(Moodley, 2006(a):88). 
 
The researcher will describe the third initiative in the next sub-section. 
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2.3.3 The Guidelines for Maternity Care in South Africa 
 
A third initiative for increasing access to and improving the quality of maternal and 
neonatal care was the development of the Guidelines (Department of Health, 2000) in 
2000.  The Guidelines (Department of Health, 2000) evolved from recommendations 
made by the NCCEMD and are intended for use in clinics, community health centres 
and district (Level 1) hospitals.  They aim to consolidate the provision of good basic 
maternity care and standardise the management of common obstetric conditions 
within the District Health Services.  The Guidelines (Department of Health, 2000) 
describe appropriate management of pregnant women antenatally and in childbirth 
(Appendix 8).  These Guidelines also emphasise referral to the next level of care when 
clinically indicated.  Certain medical and surgical conditions that could have an 
adverse impact on pregnancy and childbirth require specialist attention at a regional 
(Level 2) hospital.  Examples of these conditions are diabetes mellitus, heart disease, 
autoimmune diseases, a history of venous thrombosis, thyroid disease or previous 
thyroidectomy, spine deformity and paraplegia or any other serious medical condition 
(Department of Health, 2000:27).  Other conditions peculiar to pregnancy, such as 
severe pre-eclampsia, eclampsia or their complications, also require management at a 
regional hospital (Moodley, 2006(b):93). 
 
The fourth initiative is the focus of discussion in the next sub-section. 
 
2.3.4 The Primary Health Care Package for South Africa 
 
A fourth initiative was the development of the Package in 2001 to support the 
development of district hospitals as part of the District Health System (Department of 
Health, 2001:2).  The aim of this initiative is to enable the district hospital to play a 
major role in supporting primary health care and to act as a gateway to more specialist 
care.  Sections in the Package (Department of Health, 2001) cover the following:  
• women’s reproductive health;  
• childhood illnesses;  
• trauma and emergency;  
• surgical services;  
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• oral health;  
• adult medical services;  
• mental health;  
• rehabilitation; and  
• pharmaceutical services.   
 
The Package (Department of Health, 2001) also lists a number of competencies and 
skills which doctors working at district hospitals should possess.  Under the women’s 
reproductive health section of the Package (Department of Health, 2001:18) doctors at 
district hospitals should have competencies and skills enabling them to: 
 
(i) perform caesarean sections for appropriate indications; 
 
(ii) perform induction of labour; 
 
(iii) use oxytocin for augmentation of labour; 
 
(iv) use ultrasound in order to establish the gestational age of the foetus; 
 
(v) correctly use and interpret the partogram; and 
 
(vi) welcome visiting obstetricians on outreach programmes. 
 
In addition to the competencies and skills mentioned above, under the Childhood 
Illness: Infants and Children section of the Package (Department of Health, 2001:25) 
the district hospital is expected to refer to the regional hospital premature and growth 
retarded babies who (may) require ventilation.  Management of pregnant women at 
district hospital level would be greatly enhanced if the competencies and skills 
outlined in the Package (Department of Health, 2001) were correctly applied. 
 
Management of pregnant women at the district level has many advantages, namely 
that: 
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i. patients will not have to travel long distances away from their families and 
communities in order to receive medical attention.  During antenatal care, 
patients will have developed a relationship with local maternity care 
providers.  It would be preferable if this relationship remains 
uninterrupted.  Transferring of patients from one institution to another 
interrupts this bonding process; 
 
ii. interventions will be performed timeously.  Transferring patients from one 
hospital to another results in delayed interventions.  This may lead to 
increased morbidity and/or mortality for the mother and/or her unborn 
child; 
 
iii. overcrowding at the regional hospital is reduced.  This reduces the burden 
on maternity care providers at these facilities, giving them more time to 
attend to complicated or critical obstetric cases; and  
 
iv. the possibility of patients developing untoward or unintended suffering is 
minimised (Donaldson and Phillip, 2004:892).  Patients might experience 
psychosocial effects during the referral chain.  They may have concerns 
about safety in ambulances; about the possibility of road traffic accident 
and about what facilities might be available should an emergency like 
delivering the baby en route occur. 
 
A discussion of the provision of maternity care services in South Africa has been 
presented.  The referral systems within the different levels of care will be discussed in 
the next section. 
 
2.4 Referral systems 
 
Referral of patients between levels of care should be an integral part of a well-
functioning health system.  Primary health care activities should be supported by 
successive levels of referral activities (and well-functioning referral systems) linked by 
an adequate communication infrastructure and properly organised emergency 
transportation of patients to and from referral services.  Proper referral systems, 
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therefore, form an important link in the primary health care chain.  The concept of 
referral, the incidence of referrals, the referral process, the feedback process, the ideal 
referral process and audit of the referral process will be discussed in the following sub-
sections. 
 
2.4.1 The concept of a referral 
 
To refer is “to send or direct a person to some authority” (ENCARTA PREMIUM 
SUITE 2004: MICROSOFT CORPORATION).  Soanes (2001:1080) adds that a 
referral is the action of referring someone for consultation or review, especially the 
directing of a patient by a general practitioner to a specialist.  In the context of this 
study, “referral” means the sending of a pregnant woman from a district hospital (by a 
general practitioner) to the regional hospital for an opinion or for definitive 
management (by a specialist) (Sweeney, 1994:1180). 
 
A referral is therefore initiated at the district hospital to send or direct a pregnant 
woman to a regional hospital (the authority) for a decision on management.  As 
previously mentioned in 2.3.1, a referral may sometimes be initiated from a community 
health centre or clinic to a nearby regional hospital.  Figure 2.2 shows the current 
picture of district hospitals referring pregnant women to the regional hospital in the 
research area.  These hospitals are stratified according to district municipalities of 
origin. 
 
 
 
 
 
 
   
 
 
 
 
AMATOLE DISTRICT 
MUNICIPALITY 
 
Adelaide, Bedford, 
Cathcart, Fort Beaufort, 
Komga and Stutterheim 
Hospitals 
CHRIS HANI DISTRICT 
MUNICIPALITY 
 
Cala, Cofimvaba, Elliot, 
Frontier, Glen Grey, 
Hewu, Indwe, Molteno 
and Tarkastad Hospitals 
REGIONAL HOSPITAL 
UKHAHLAMBA  
DISTRICT 
MUNICIPALITY 
 
Aliwal North, 
Barkley East, 
Burgersdorp and 
Lady Grey Hospitals 
Figure 2.2 Graphic presentation of current referral procedure in research area. 
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The incidence of referrals is discussed in the next subsection. 
 
2.4.2 The incidence of referrals 
 
According to the Guidelines (Department of Health, 2000:12) 60-70% of all pregnant 
women who use public health care facilities will require the services of a hospital at 
some stage during their pregnancies.  About 5-10% of pregnant women will require 
the services of a specialist obstetrician at a Level 2 or 3 hospital (Department of 
Health, 2000:12). 
 
The following categories of pregnant women meet the criteria for referral to a Level 2 
or Level 3 hospital, namely: 
 
• those from nearby community health centres and clinics (Department of 
Health, 2000:16); 
 
• those with medical and surgical conditions that could have an adverse impact 
on pregnancy and childbirth (Department of Health, 2000:27); 
 
• those in whom delivery of premature and/ or growth retarded babies that may 
require ventilation is anticipated (Department of Health, 2001:25); and 
 
• those with severe or uncontrolled hypertension, pre-eclampsia, eclampsia or 
their complications (Moodley, 2006(b):93). 
 
The following discussion focuses on the referral process. 
 
2.4.3 The referral process 
 
As previously mentioned in section 1.1, Bossyns et al (2006:51) have alluded to 
problems in the referral of patients between levels of care within the District Health 
System (DHS).  Over-referral and under-referral of patients within the DHS are 
undesirable.  Over-referral leads to under-utilisation of financial and human resources 
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at district hospital level and over-utilisation of these resources at the regional hospital.  
On the other hand, under-referral will have the opposite effect and could lead to 
delayed interventions resulting in increased morbidity and/or mortality to the pregnant 
patient and/or her unborn child. 
 
It has been stated in 2.3.1 and 2.4.2 that the referral process may be initiated at the 
district hospital, a community health centre or a clinic.  Ideally the referred pregnant 
woman should meet the criteria described in the Guidelines (Department of Health, 
2000) and in the Package (Department of Health, 2001). 
 
Having identified the need for a referral a number of processes come into play.  In 
cases of obstetric emergencies the pregnant woman is resuscitated and stabilised to 
minimise the risk of untoward danger to her and/or to her unborn child.  Concurrent 
with the resuscitation process, telephone contact is made by maternity care providers 
at the district hospital with their counterparts at the regional hospital for advice on 
management and/or on the need for transfer of the pregnant woman.  Contact is also 
made with the ambulance service. 
 
For a functional referral system there should be proper communication between the 
district and regional hospitals.  In the research area, it is common practice for 
maternity care providers at the district hospital to inform, by telephone, their 
counterpart at the regional hospital of the need and reason for a specific referral.  In 
addition to the telephonic contact most referred pregnant women are sent with a 
referral letter.  The latter is an important document and it is a critical element of 
communication between the different levels of care (Lachman and Stander, 1991:98).  
The researcher would like to add that these letters should be legible and 
comprehensive in order to convey the necessary information that will assist in the 
management of referred pregnant women at the regional hospital. 
 
It is national policy that in the case of referred patients, patient’s clinical records and 
charts of all relevant observations made at the district hospital, community health 
centre or clinic, should be sent with these patients to the regional hospital 
(Department of Health, 2000:18).  The importance of this policy has been reiterated 
by the latest NCCEMD report (Moodley, 2006(a):87; 2006(b):93). 
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Patient safety during the referral chain is of paramount importance and processes need 
to be put in place and implemented in order to minimise untoward effects.  It is a 
requirement that a midwife or a qualified paramedic should accompany the patient in 
a maternity ambulance, during transfer between facilities (Department of Health, 
2000:16).  Training of emergency medical personnel in obstetric emergencies is one 
of the key recommendations made by the NCCEMD as an important strategy in 
making transportation of pregnant patients safer (Moodley, 2006(a):87).  The 
following discussion focuses on the feedback process. 
 
2.4.4 The feedback process 
 
Maternity care providers at the district hospital need to know what management was 
given to the pregnant women they have referred to the regional hospital.  Knowing the 
feedback of referred patients, and receiving suggestions about the management of 
complicated cases, is likely to result in an improvement in clinical management and 
improved skills of maternity care providers at district hospitals (Newell, 1989:84).  
When feedback about referred patients was introduced in one district in Zimbabwe, 
the result was a marked improvement in the quality of referrals and in the quality of 
information sent with the referred patients (Van Lerberghe and Lafort, 2002:24). 
 
The importance and advantage of a feedback process has also been addressed by Iles 
(2006:11).  Iles emphasises that the importance of feedback cannot be overstated and 
that it is by receiving feedback from others that we improve our skills, develop and 
grow.  In a study of a patient referral system in the Honduras, it was found that many 
doctors complained of not receiving replies regarding their referrals.  The study also 
reported that only 1.4% of referrals received feedback from the higher level institution 
(Ohara, Melendez, Uehara and Ohi, 1998:433). 
 
From the foregoing it is clear that a proper feedback process is necessary and should 
be in place to link the different levels of maternity care.  Processes should be in place 
to ensure that the regional hospital provides a feedback report to the district hospital 
and that the latter receives the report. 
 
The ideal referral process will be described hereunder. 
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2.4.5 The ideal referral process 
 
According to the Guidelines (Department of Health, 2000), a pregnant woman should 
receive appropriate antenatal care at a maternity care facility nearest to the community 
where she lives.  If she develops a complication, such as high blood pressure, she 
should be referred to the local district hospital where she would be investigated and 
managed.  It would be appropriate for the district hospital to refer such a patient to a 
regional hospital if, despite appropriate management, the blood pressure remains 
uncontrollable and/or she develops complications such as eclampsia.  Management of 
such a case requires input from a specialist obstetrician.  Referral of any pregnant 
woman to the regional hospital is inappropriate if it is done because certain drugs on 
the essential drug list for district hospitals are out of stock (The Equity Project, 
2003:31).  Thus district and regional hospitals should be properly staffed and 
equipped for them to function optimally (Criel, 1995:52; Van Lerberghe and Lafort, 
2002:21). 
 
Thus, pregnant women referred from district hospitals to the regional hospital should: 
 
• meet the criteria as indicated in the Guidelines (Department of Health, 2000) 
and in the Package (Department of Health, 2001); 
 
• be sent with a referral letter from the district hospital ( Lachman and Stander, 
1991:98); 
 
• have clinical records and charts of observations made during their 
management at the district hospital sent with them to the regional hospital 
(Moodley, 2006(a):87; 2006(b):93); 
 
• be adequately supervised in the ambulance by a midwife or qualified 
emergency personnel (Department of Health, 2000:16); and 
 
• have a record about their management by the regional hospital sent to the 
district hospital (Ohara et al, 1998:433). 
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The ideal referral process has been presented.  The following discussion focuses on 
how the referral system should be monitored. 
 
2.4.6 Audit of the referral system 
 
Monitoring of the referral system is a major component in the assessment of service 
delivery and is a critical priority area in the assessment of functional processes within 
the District Health System (Sikosana, 2005:6).  In order to monitor the referral 
system, an audit system should be in place to monitor referrals in from other levels of 
care and referrals out to other levels of care (Department of Health, 2000:132). 
 
Pattinson and Carpenter (In Cronjé and Grobler, 2005:691) state that audit means to 
examine and check systematically and officially.  An audit of referred pregnant 
women would involve proper record keeping of referrals, reasons for their referral, 
processes in place regarding the efficiency and safety of the ambulance/transport 
system, management and/or outcomes for the mother and her baby and feedback 
mechanisms between the different levels of maternity care. 
 
A periodic review should be in place for the information derived from these audits to 
be made available to the various stakeholders.  Mechanisms should be put in place to 
consolidate on positive factors or apply corrective measures to weakness identified 
during the audit process (Department of Health, 2000:132). 
 
A summary of the issues that have been discussed in this chapter follows in the next 
sub-section. 
 
2.5 Summary 
 
An exposé of the public health care system in South Africa, and in particular the 
provision of maternity care, has been presented.  For the efficient use of human and 
financial resources, referral of pregnant women within the different levels of care 
needs to be streamlined. 
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The Guidelines (Department of Health, 2000) and the Package (Department of Health, 
2001) aim to standardise the management of common obstetric conditions and 
streamline the referral of pregnant women within the District Health System.  Optimal 
implementation and application of the criteria set out in these documents will ensure 
that each level of care delivers the maximum package to meet the healthcare needs of 
the community.  Should this happen, fewer referrals may be necessary. 
 
This study was undertaken to determine the extent to which referrals between district 
hospitals and a regional hospital in the Eastern Cape Province are based on 
appropriate criteria described in these documents.  Chapter 3 provides a detailed 
description of how the study was conducted. 
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CHAPTER 3 
 
RESEARCH DESIGN AND RESEARCH METHODS 
 
3.1 Introduction 
 
Chapter 2 described the provision of healthcare in the public health facilities in the 
Republic of South Africa.  In particular, the delivery of maternity care services and 
the referral of pregnant women within the levels of maternity care were highlighted.  
In this chapter, the focus is on research design and research methods that were 
applicable to the study. 
 
The research goal and objectives are as follows. 
 
3.1.1 Research goal 
 
The goal of this study is to describe the referral profile of pregnant women sent from 
district hospitals to a regional hospital in the Eastern Cape Province. 
 
3.1.2 Research objectives 
 
Using the criteria described in the Guidelines for Maternity Care in South Africa 
(Department of Health, 2000) and in the Primary Health Care Package for South 
Africa (Department of health, 2001), the researcher will describe: 
 
• the reasons for referral of pregnant women from district hospitals to a regional 
hospital (Frere Hospital) in the Eastern Cape Province; 
 
• the proportion of these referrals that meet the criteria for appropriate referral 
from district hospitals to the regional hospital; and 
 
• the development of a referral strategy for implementation in the Eastern Cape 
Province. 
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The purpose of the study mentioned above highlights one of the aims of research 
namely, applied research.  In applied research, the focus is on studying a particular 
problem or situation in a community and coming up with ideas that will assist in 
solving that problem or situation (Bless, Higson-Smith and Kagee, 2006:45; Fouché 
In de Vos, Strydom, Fouché and Delport, 2005:108; Neuman, 2006:25).  Another type 
of research, basic research, aims at contributing knowledge and understanding about 
the social world (Bless et al, 2006:44; Fouché In de Vos et al, 2005:108; Neuman, 
2006:24).  Results obtained from applied research are relevant in solving problems in 
the real world.  As will be shown in the subsequent sections, results obtained from this 
study will have relevant application to the community of the Eastern Cape Province. 
 
This chapter presents the research design together with the procedures applied by the 
researcher in order to ensure a valid and accurate scientific study.  Proper research 
methods using reliable research tools are the cornerstone of sound data collection, 
which in turn leads to reliable interpretation of the data and the results.  This will be 
presented under research design, determining the research population and research 
sample, the role of the researcher, the method used in data collection, validity and 
reliability of the measuring instrument as well as the ethical aspects applicable to this 
study. 
 
3.2 Research design 
 
The research design is the road map of how the researcher intends to conduct the 
study (Delport in de Vos et al, 2005:165; Mouton, 2005:55; Bless et al, 2006:71).  
Specifically, it addresses how data will be collected in order to answer the research 
question.  This study is quantitative and exploratory, as well as descriptive and 
contextual.  These concepts will be discussed in the next sub-section. 
 
3.2.1 Quantitative research 
 
There are two main methods of research enquiry, namely, qualitative and quantitative 
research methods.  The primary goal of qualitative research is to describe and 
understand human behaviour (Babbie and Mouton, 2004:270).  On the other hand, 
quantitative research aims at explaining phenomena or variables and the relationship 
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between them (Fouché and de Vos In de Vos et al, 2005:148).  The quantitative 
method was chosen by the researcher as the most appropriate method to determine 
whether there was a relationship between admissions following referral of pregnant 
women from district hospitals to the regional hospital on the one hand, and the criteria 
described in the Guidelines for Maternity Care in South Africa (Department of Health, 
2000) (hereafter called “the Guidelines”) and in the Primary Health Care Package for 
South Africa (Department of Health, 2001) (hereafter called “the Package”) on the 
other hand.  This study deals with numerical data collection methods, numerical data 
analysis and the comparison between the data obtained and the prescribed guidelines. 
 
3.2.2 Exploratory research 
 
The word explore is derived from the Latin word explorare which means to search 
out (ENCARTA PREMIUM SUITE 2004: MICROSOFT CORPORATION). Soanes 
(2001:441) states that to explore is to travel through an unfamiliar area in order to 
learn about it.  According to Bless et al (2006:47), exploratory research is conducted 
in order to understand a situation or phenomenon.  Exploratory research is used to 
gain a deeper understanding of the situation in order to formulate a problem.  Neuman 
(2006:33) has also addressed the issue of exploratory research.  This author describes 
the value of this kind of research as becoming familiar with the basic facts, settings 
and concerns. Fouché’s (In de Vos et al, 2005:109) and Babbie and Mouton’s 
(2004:79) explanation on this kind of research is in agreement with the discussion 
presented.  Bless et al (2006:72) add that in exploratory research the focus is on 
“conditions” and that the researcher must also carefully decide on the “unit of 
analysis”. 
 
In the context of this study, the researcher set to search out, by means of a careful 
investigation, the referral profile of pregnant women sent from district hospitals to the 
regional hospital.  The researcher wanted to understand why these women are being 
referred, and getting admitted, to the regional hospital.  The referral profile of these 
pregnant women is “the condition” and the “units of analysis” are the individual 
pregnant women.  
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3.2.3 Descriptive research 
 
According to Neuman (2006:35) and Babbie and Mouton (2004:80), descriptive 
research presents specific details of a situation, social setting or relationship.  The 
researcher defines a problem and conducts research to describe it accurately. 
 
The researcher wanted to describe the nature and reasons for the referrals from district 
hospitals and this was the essence of the study (Fouché In de Vos et al, 2005:109).  
Having identified the reasons for these referrals, the researcher will analyse these 
reasons to determine the extent to which they conformed to the criteria described in 
the Guidelines (Department of Health, 2000) and in the Package (Department of 
Health, 2001). 
 
3.2.4 Contextual study 
 
Research is centred on a “concept”. Concepts are building blocks of theory (Neuman, 
2006:53).  A concept represents a group of interlinked objects.  In this study, the 
concept is “referrals from district hospitals”.  According to Friedl, de Vos and Fouché 
(In de Vos et al, 2005:436), concepts are objects bound together by common 
characteristics.  The aim of the researcher is to investigate these concepts (group of 
interlinked objects) in a specific context, which is time and place (Friedl et al In de 
Vos et al Vos 2005:437).  Soanes (2001:257) adds that a “context” is the circumstance 
that forms the setting for an event, statement or idea. 
 
The settings (time and place) and hence the contextual nature of the study, were 
admissions following referral from district hospitals to the regional hospital in the 
Eastern Cape Province between 1 July 2005 and 31 December 2005. 
 
This is an empirical study in which data from maternity case records was collected 
and analysed (Mouton, 2005:57).  The research methods will be described in the next 
sub-section. 
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3.3  Research methods 
 
Research methods focus on the research process and the kind of procedures to be 
applied in order to conduct the study (Babbie and Mouton, 2004:75).  The methods 
used to determine the research population and research sample are described in the 
next sub-section. 
 
3.3.1 Research population 
 
Strydom and Venter (In de Vos et al, 2005:199) define a population as the totality of 
persons, events, organisation units, case records or other sampling units with which 
the research problem is concerned.  On the other hand, Babbie and Mouton 
(2004:100) define a population as that group about whom the researcher wants to 
draw conclusions. 
 
The researcher wanted to study pregnant women who were referred from district 
hospitals and were admitted to the regional hospital.  This was the specific 
characteristic of interest to the researcher.  In this study, the research population 
included maternity case records of all pregnant women who were referred from 
district hospitals and who were admitted to the regional hospital (Frere Hospital) in 
East London.  To ensure that the research population was all-inclusive, the 
Admissions Register was utilised.  This register is a record of information on all 
patients admitted to the unit, including demographic characteristics and places of 
origin. 
 
A preliminary analysis of the Frere Hospital’s statistics for 2005 revealed that 228 
pregnant women were referred from district hospitals and were admitted to the 
regional hospital in East London between 1 July 2005 and 31 December 2005.  Data 
was collected from all these 228 maternity case records and included in the analysis. 
 
3.3.2 Research sample 
 
Strydom and Venter (In de Vos et al, 2005:199) define a sample as a small portion of 
the total set of objects or persons that together comprise the subjects of a research 
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study. Babbie and Mouton (2004:202) add that a sample is a subset of a population 
that is studied in order to make inferences about the nature of the total population.  
The sample should meet the requirements set for the study population as a whole to be 
included in the study in order to make it representative of that population.  Maternity 
case records of all 228 pregnant women referred from district hospitals and admitted 
to the regional hospital between 1 July 2005 and 31 December 2005 formed the 
research sample in this study. 
 
Pregnant women referred from district hospitals are a heterogeneous group.  They 
represent a wide range of age groups, gravidity, parity, reasons for referral and the 
numbers referred from the various district hospitals.  It would have been difficult to 
draw a representative sample to cover all these characteristics as required when 
selecting a sample (Strydom and Venter In de Vos et al, 2005: 201).  It was therefore 
decided to study all the 228 maternity case records rather than attempt to identify a 
representative sample, in other words a 100% sample was used.  This would enable 
the analysis to be representative of the population (admissions to the regional hospital 
following referral from district hospitals) under study. 
 
3.4  Data collection and analysis 
 
This sub-section will describe the role of the researcher, the method of data collection 
used and the analysis of the data. 
 
3.4.1 Role of researcher 
 
A researcher plays a pivotal role in the success or failure of a study.  The planning and 
execution of this study was the primary responsibility of the researcher.  The 
researcher ensured that all patients in the research population and research sample 
were accurately identified as described in 3.3.1 and 3.3.2.  A registrar in the 
Department of Obstetrics and Gynaecology at the Frere Hospital was enrolled as a 
research assistant and assisted with data collection.  Only the researcher and the 
research assistant accessed the maternity case records of the pregnant women after 
receiving the necessary approval from the relevant authorities (Appendix 4 and 5).  
The researcher also ensured that ethical standards and principles mentioned in section 
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3.5 were adhered to.  This included ensuring and maintaining confidentiality at all 
times.  The researcher was also responsible for data analysis, writing the report and 
providing the report to various stakeholders. 
 
3.4.2 Data collection 
 
Data collection is the technique applied to get the necessary information that will be 
used to address the research question (Leedy, 1997:115).  Bless et al (2006:111) add 
that data consists of measurements collected as a result of a research study. In this 
study, documents were used as the source of data collection.  Maternity case records 
of 228 pregnant women who were referred from district hospitals and admitted to the 
regional hospital in East London (Frere Hospital) between 1 July 2005 and 31 
December 2005 were retrieved from the Hospital’s registry.  These records were 
reviewed by the researcher and research assistant in the registry.  The research 
assistant was a registrar in the Department of Obstetrics and Gynaecology.  As stated 
in 1.6.1 the research assistant was conversant with medical terminology to ensure 
timely and accurate data collection. 
 
Data was collected by the researcher and research assistant on demographic 
characteristics (age, gravidity, parity and hospital of origin).  Reason for referral and 
diagnosis of the pregnant woman at district and regional hospitals were clearly 
defined.  Adequacy of communication was also assessed (whether telephonic contact 
was made, whether an antenatal card was available and whether the partogram was 
sent to the regional hospital).  An assessment of maternal and foetal outcomes was 
also made in order to establish whether the mother and/or her foetus suffered any 
morbidity and/or mortality as a result of the management received.  The 
appropriateness of referral by level of care, in this case from district hospitals to a 
regional hospital, was determined based on the criteria described in the Guidelines 
(Department of Health, 2000) and in the Package (Department of Health, 2001). 
 
A data capture sheet (Appendix 2) was used to record all the relevant information that 
would be used in the analysis (see 3.4.3 Data analysis).  Variables were assigned 
specific numbers and the attributes of a given variable represented by numerical codes 
(Babbie and Mouton, 2004:418).  This is a primary method of data collection, which 
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is considered the most appropriate to the aims of the research because data gathering 
is directed towards answering precisely the questions raised by the researcher (Bless 
et al, 2006:112). 
 
The researcher personally reviewed all the maternity case records including those 
reviewed by the research assistant to ensure consistency, accuracy and completeness 
of data collection.  The next sub-section describes processes by which the data was 
analysed. 
 
3.4.3 Data analysis 
 
All research studies culminate in the analysis and interpretation of data (Mouton, 
2005:108).  Data analysis involves finding patterns, trends and relationships observed 
in the collected data.  Bless et al (2006:163) add that quantitative data is often 
analysed using a range of descriptive and inferential statistical procedures. 
 
The Nelson Mandela Metropolitan University (NMMU) Unit for Statistical 
Consultation was approached for assistance with the data analysis (Appendix 3).  
Information from the data capture sheet was entered into an Excel spreadsheet and 
analysed with a statistical software package, namely STATISTICA for Windows 
version 7.1 (SN: AX5128825901AR).  This version of STATISTICA for Windows is 
the software package most commonly used by the NMMU Unit for Statistical 
Consultation for almost all data analysis.  It is a comprehensive software package that 
can perform the necessary statistical analyses, including graphs, tables and figures.  
The results will be reflected in tables, figures and graphs in Chapter 4. 
 
3.4.4 Validity of measuring instrument 
 
According to Delport (In de Vos et al, 2005:167) the validity of a measuring 
instrument refers to the representativeness of the items under study.  Leedy (1997:33) 
states that validity is the accuracy with which the instrument measures the factors 
under study. The data capture sheet (Appendix 2) was used as the measuring 
instrument in this study. This sheet was designed to collect data on all aspects relevant 
to referrals as described in sections 1.6.4 and 3.4.2.  Topics covered in the data 
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capture sheet included demographic characteristics of referrals, diagnosis at district 
and regional hospitals, reason for referral, quality and availability of clinical details, 
management prior to referral, timeliness of referral, appropriateness of referral, 
transport adequacy, mode of delivery, maternal and neonatal outcomes as well as the 
discharge summary.  
 
The demographic data of all pregnant women admitted to the maternity unit are 
documented in the Admissions Register.  Information required on admission includes 
the places of origin and/or hospitals of origin of these women.  The information in the 
registers made it possible for the researcher and research assistant to identify referrals 
from district hospitals, retrieve the relevant maternity case records of those that were 
admitted and collect data from these records.  This data was then subjected to 
statistical analysis, using reliable statistical software tools, to establish the extent to 
which referrals met the criteria described in the packages, namely the Guidelines 
(Department of Health, 2000) and the Package (Department of Health, 2001). 
 
3.4.5 Reliability of measuring instrument 
 
Reliability means to be able to be trusted to do what is expected (ENCARTA 
PREMIUM SUITE 2004: MICROSOFT CORPORATION).  Reliability of a 
measuring (research) instrument is the accuracy or reproducibility of the instrument.  
Leedy (1997:35) states that reliability is the consistency with which a measuring 
instrument performs.  This means the extent to which independent administration of 
the instrument consistently yields similar results under comparable conditions 
(Delport In de Vos et al, 2005:168). As previously stated the data capture sheet 
(Appendix 2) was the measuring instrument in this study. This sheet was designed in 
collaboration with a statistician to collect data on all aspects pertaining to referral 
from the 228 maternity case records. 
 
Stability reliability is a measure that yields consistent results at different time points 
assuming what is being measured does not itself change (Neuman, 2006:189).  This 
type of reliability is applicable to this study since, unless interventions have been 
applied, the referral profile of pregnant women sent from district to regional hospitals 
is likely to remain the same over time. 
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All maternity case records in the research population and sample (admissions to the 
regional hospital following referral from district hospitals) were accurately defined 
and included in the analysis (Delport In de Vos et al, 2005:168).  Bless et al (2006:7) 
add that scientific research is replicable and that anyone placed in the same situation 
should be able to observe the same event and make similar deductions and 
conclusions.  Leedy and Ormrod (2005:93) have also addressed the issue of reliability 
and emphasise that a reliable instrument should yield consistent results when the 
characteristic under study has not changed.  
 
The researcher would like to state that this study is reproducible and results obtained 
from this study are applicable (generalisable) to district and regional hospitals within 
the Province of the Eastern Cape, South Africa.  The instrument used in this study is 
indeed likely to deliver the same findings when applied in different time periods 
(Neuman 2006:189). The proviso is that the reproducibility of the results would be 
applicable only if recommendations (if any) for improvements in the referral system 
have not been applied or implemented at the time of the independent application of 
the instrument. 
 
3.5 Ethical considerations 
 
Ethics means conforming to accepted standards and being consistent with agreed 
principles of correct moral conduct (Strydom In de Vos et al, 2005:63; Mouton, 
2005:238).  Leedy (1997:117) adds that researchers are trustees of integrity and trust 
and should conduct themselves ethically during research.  With this in mind, this 
study was conducted with due consideration to the ethical principles of medical 
research and professional care contained in the Helsinki Declaration (Forster, 
Emanuel and Grady, 2001:1449).  The various principles contained in this 
Declaration, and which are applicable to this research, will now be discussed  
 
3.5.1 Nonmaleficence 
 
This is a requirement that the research should not harm individuals or research 
subjects (Beaucamp and Childress, 1989:194; Mouton, 2005:243).  In the same vein, 
Strydom (In de Vos et al, 2005:64) concurs with these authors on the subject that the 
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researcher should protect research subjects from any form of physical discomfort.  In 
this study there was no physical contact with subjects.  The analysis was retrospective, 
identifying in the process the study population and the research sample, and working 
with patients’ maternity case records only. 
 
3.5.2 Confidentiality 
 
Confidentiality indicates the handling of information in a confidential manner 
(Strydom In de Vos et al. 2005:67)  The Helsinki Declaration states that the duty of 
the physician in medical research is to protect the life, health, privacy, and dignity of 
human subjects (Forster et al, 2001:1451).  Babbie and Mouton (2004:523) and 
Mouton (2005:243) have also addressed the issue of confidentiality in social research.  
These authors emphasise the importance of ensuring that subjects’ identities are never 
made public in order to protect their right to confidentiality.  The Data Capture Sheet 
used in this study was designed to identify the research subjects by number only 
(Appendix 2).  No names were used at any stage in the study to ensure confidentiality.  
Patient’s maternity case records were accessed in the Registry by the researcher and 
the research assistant only.  The researcher will store the completed data capture 
records in a locked cabinet. 
 
3.5.3 Beneficence 
 
Another requirement is that the research question and results should have relevance 
and potential benefit to the community (Beaucamp and Childress, 1989:194; Forster 
et al, 2001:1451).  The aim of this study was to identify strengths and weaknesses in 
the referral of pregnant women from district hospitals to the regional hospital.  This 
would be beneficial to the community in that corrective measures to deficiencies 
identified in the referral system would result in an improved referral system leading to 
effective utilisation of resources.  As mentioned in 1.7.1 and in 1.10, results from the 
study will be made available to various stakeholders, such as the hospitals involved 
and the Department of Health, Eastern Cape Province.  Results and recommendations 
of this study will be published in the South African Medical Journal, be presented at 
professional conferences and meetings, and at research conferences in order to 
publicise the findings.  Copies of the report will also be available in the NMMU 
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library.  The following sub-section focuses on the processes undertaken to obtain 
permission for the study. 
 
3.5.4 Approval 
 
During the course of the study there was no direct contact with research subjects and 
therefore no informed consent was required.  However, access to health records by a 
healthcare provider in the Republic of South Africa is restricted in terms of the 
Promotion of Access to Information Act, Number 2 of 2000 (South Africa, 2000) and 
the National Health Act, Number 16 of 2003 (South Africa, 2003(a)).  It is stipulated 
under section 34 (1) of the Promotion of Access to Information Act (South Africa, 
2000) and under section 16 (1b) of the National Health Act (South Africa, 2003(a)) 
that, provided authorisation is given by the head of the health establishment and 
provided, in the case of research or study, no information as to the identity of the 
individual will be disclosed, access to health information will be granted.  It was in 
fulfilment of this requirement that the researcher obtained the consent of the 
authorities of the Frere Hospital, East London to consult maternity case records 
(Appendix 4).  The Epidemiological Research and Surveillance Management Unit of 
the Department of Health, Eastern Cape Province was also approached for the 
necessary approval.  Approval was granted for the researcher to proceed with the 
study (Appendix 5).  The Eastern Cape Department of Health is the custodian of all 
patient records in the public sector hospitals of the Eastern Cape Province. 
 
The research proposal was submitted to the Research Ethics Committee (Human) of 
the NMMU to ensure that the study would meet ethical standards and principles.  The 
committee was satisfied with these issues and granted the necessary approval 
(Appendix 6).  Approval to proceed with this study was also obtained from the 
Advanced Degrees Committee of the Faculty of Health Sciences of the NMMU, Port 
Elizabeth (Appendix 7). 
The next sub-section provides a summary of the various issues that are critical to 
research design and research methods. 
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3.6 Summary 
 
This chapter contains a presentation of the research design and a description of 
procedures and tools used to conduct the study.  The research population and research 
sample were accurately defined and correctly identified.  Data collection was 
meticulously undertaken with due consideration to ethical obligations.  Chapter 4 
presents data collected from the research and statistical analysis obtained from data in 
the form of figures, graphs and tables. 
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CHAPTER 4 
 
DATA ANALYSIS AND INTERPRETATION 
 
4.1 Introduction 
 
Chapter 3 described the processes that were applied by the researcher to conduct the 
study.  This chapter presents the results obtained, the statistical data analysis as well 
as the interpretation thereof. 
 
Two hundred and twenty eight pregnant women (hereafter called “the referrals”) were 
referred from district hospitals and admitted to the regional hospital.  All their 
maternity case records were retrieved from the Registry and were made available to 
the researcher and the research assistant (Appendix 5). 
 
The information that was sought from the maternity case records is indicated in the 
data capture sheet (Appendix 2).  Data was collected from these maternity case 
records and entered into an Excel file.  Data in this file was then analysed by the 
Nelson Mandela Metropolitan University Unit for Statistical Consultation using the 
statistical software package STATISTICA for Windows version 7.1 (SN: 
AX5128825901AR). 
 
Bless, Higson-Smith and Kagee (2006:163) stressed the importance of data analysis.  
These authors state that the data analysis process allows the researcher to generalise 
the findings from the sample used in the research to the larger population of interest to 
the researcher. 
 
Interpretation of data means to assign significance or coherent meaning to the results 
obtained (Neuman, 2006:15).  Quantitative researchers manipulate numerical data in 
order to see patterns or relationships in the observed analysis (Neuman, 2006:458).  
Mouton (2005:109) has also addressed the issue and adds that interpretation involves 
the synthesis of one’s data into meaningful observations.  Therefore the aim of data 
interpretation is to explain the observed patterns and trends in data. 
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In the sub-sections that follow, data that was gathered during the course of the study 
will be presented in the form of descriptive statistics.  The researcher will endeavour 
to explain the observed patterns and trends in the results. 
 
4.2 Descriptive statistics 
 
According to Neuman (2006:347) descriptive statistics are simple statistics used by 
researchers to describe basic patterns in the data.  A presentation follows of the results 
that emerged after analysing the data retrieved from maternity case records. 
 
4.2.1 Age distribution of the referrals 
 
The age distribution and distribution curve of the referrals is shown in Graph 4.1.  The 
youngest pregnant woman was 12 years and the oldest was 43 years, with the average 
age of the pregnant women being 25.7 years. 
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Graph 4.1: Age distribution and distribution curve of the referrals 
 
4.2.2 Gravidity and parity of the referrals 
 
Graph 4.2 displays the gravidity of the referrals.  The gravidity ranged between one 
and more than four with the majority (117 [51.3%]) of the referrals being 
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primigravida (gravida one) and only four (1.8%) of the referrals being pregnant more 
than four times.  Two hundred and nine (91.6%) of the referrals presented during the 
first, second or third pregnancy. 
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Graph 4.2: Gravidity of the referrals 
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Graph 4.3: Parity of the referrals 
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 The parity of the referrals is displayed in Graph 4.3.  Most of the referrals (124 
[54.4%]) had no children before the index pregnancy.  The rest had between one and 
three children with only four (1.8%) of the referrals having more than three children. 
 
4.2.3 District municipalities and hospitals of origin of the referrals. 
 
Table 4.1: District municipalities and hospitals of origin of the referrals 
 
District municipalities and district hospitals  Number of referrals (%) 
AMATHOLE DISTRICT  
Fort Beaufort 63 (27.6) 
Stutterheim Hospital 48 (21.1) 
Komga Hospital 17 (7.5) 
Bedford Hospital 13 (5.7) 
Cathcart 13 (5.7) 
Adelaide Hospital 7 (3.1) 
Sub-total 161 (70.7) 
CHRIS HANI DISTRICT   
Cofimvaba Hospital 24 (10.5) 
Frontier Hospital 8 (3.5) 
Hewu Hospital 7 (3.1) 
Glen Grey Hospital 4 (1.8) 
Molteno Hospital 1 (0.4) 
Cala 1 (0.4) 
Indwe Hospital 1 (0.4) 
Elliot 1 (0.4) 
Tarkastad 1 (0.4) 
Sub-total 48 (20.9) 
UKHAHLAMBA DISTRICT  
Aliwal North Hospital 8 (3.5) 
Burgersdorp Hospital 4 (1.8) 
Barkley East Hospital 4 (1.8) 
Lady Grey 3 (1.3) 
Sub-total 19 (8.4) 
Grand total 228 (100) 
Table 4.1 shows the district hospitals of origin of the referrals as well as the number 
of pregnant women that came from each district hospital.  For clarity these hospitals 
are shown under their respective District Municipalities.  The majority of the referrals 
(161 [70.7%]) came from hospitals within the Amathole District Municipality. The 
next largest number (48 [20.9%]) were from hospitals within the Chris Hani District 
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Municipality, with the remaining (19 [8.4%]) referrals coming from hospitals within 
Ukhahlamba District Municipality.   
 
Fort Beaufort, Stutterheim, Cofimvaba, Komga, Bedford and Cathcart Hospitals 
accounted for 165 (72.4%) of all referrals. 
 
It was not clear as to why the majority of the referrals came from district hospitals 
within the Amathole District Municipality. 
 
4.2.4 Attendance for antenatal care 
 
One hundred and eighty (79.0%) of the 228 maternity case records reviewed attended 
antenatal care while 14 (6.1%) did not attend antenatal care.  In the remaining 34 
(14.9%) of the referrals it was not possible to establish whether they had attended 
antenatal care or not because there was no comment on this aspect in the referral notes 
from the district hospital or in the clinical notes made at the regional hospital.  These 
results are reflected in Table 4.2. 
 
Table 4.2: Attendance for antenatal care 
Attendance for antenatal care 
Number of referrals (%) 
Attended  180 (79.0)  
Did not attend  14 (6.1) 
Unable to determine 34 (14.9) 
Totals 228 (100) 
 
4.2.5 Number of antenatal visits 
 
It was possible to analyse the number of visits made at an antenatal clinic for the 163 
(90.6%) of the 180 cases whose antenatal cards were available.  The number of visits 
ranged from one with the maximum number of visits being twelve.  The antenatal 
cards of 17 (9.4%) of pregnant women who had attended antenatal care were not 
available in the maternity case records hence it was not possible to establish the 
number of visits these women had made. 
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Table 4.3: Number of visits for antenatal care 
 
Number of visits Number of referrals (%) 
1 8 (4.4) 
2 16 (8.9) 
3 23 (12.8) 
4 29 (16.1) 
5 30 (16.7) 
6 22 (12.2) 
7 13 (7.2) 
8 10 (5.6) 
9 4 (2.2) 
10 5 (2.8) 
11 2 (1.1) 
12 1 (0.6) 
Not recorded 17 (9.4) 
Totals 180 (100) 
 
4.2.6 Diagnosis at district hospitals. 
 
The diagnoses made at district hospitals prior to the transfer of the referrals to the 
regional hospital are presented in Table 4.4. 
 
It can be seen from Table 4.4 that medical disorders (hypertension, cardiac, diabetes 
mellitus) accounted for 94 (27.2%) referrals while obstetric related diagnoses 
accounted for 245 (71.1%).  The remaining six referrals (1.7%) classified in Table 4.2 
as ‘other” were referred for spastic quadriplegia, “gross obesity”, need for ultrasound 
to establish gestation age, young primigravida aged 12 years, meconium stained liquor 
and severe spinal deformity. 
 
The majority of obstetric related cases referred were for previous caesarean section 
(52 [15.1%]), failure to progress in labour (36 [10.4%]), obstructed labour (34 
[9.9%]), pregnant women with a preterm baby (33 [9.6%]), and eclampsia (18 
[5.2%]). Other diagnoses were less frequent. Sometimes the referrals had more than 
one diagnosis hence the discrepancy in numbers between the actual number of 
referrals and the reasons for referral. 
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Table 4.4: Diagnosis at district hospitals 
 
 
 
Diagnosis Number of referrals (%) 
Medical disorders  94 (27.2) 
Previous caesarean section 52 (15.1) 
Failure to progress in labour 36 (10.4) 
Obstructed labour 34 (9.9) 
Preterm baby 33 (9.6) 
Eclampsia 18 (5.2) 
Foetal distress 14 (4.1) 
Mal-position 13 (3.8) 
Poor obstetric history 9 (2.6) 
Post dates 9 (2.6) 
Multiple pregnancy 8 (2.3) 
Prelabour rupture of membranes 7 (2.0) 
Ante partum haemorrhage 5 (1.4) 
Neonatal demise 3 (0.9) 
Foetal anomalies 3 (0.9) 
Intrauterine growth retardation 1 (0.3) 
Others 6 (1.7) 
Totals 345 (100) 
4.2.7 Diagnosis at the regional hospital. 
 
The diagnoses made at the regional hospital are shown in Table 4.5.  Medical 
disorders accounted for 91 (23.9%) referrals while obstetric related referrals 
accounted for 286 (75.3%).  Obstetric related referrals included mainly previous 
caesarean section (52 [13.7%]), obstructed labour (48 [12.6%]), active phase of labour 
(42 [11.1%]), preterm baby (33 [8.7%]), foetal distress (20 [(5.3%]) and eclampsia 
(19 [(5.0%]).  Other obstetric related diagnoses were less frequent 
 
The remaining three (0.8%) referrals indicated in Table 4.5 as “others” included 
spastic quadriplegia, “gross obesity” and severe spinal deformity.  Some of the 
referrals had more than one diagnosis hence the discrepancy between the actual 
number of referrals and the number of diagnoses.  For example a patient presenting 
with eclampsia would appear under medical disorders as well as eclampsia. 
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Table 4.5: Diagnosis at the regional hospital 
 
Diagnosis Number of referrals (%) 
Medical disorders  91 (23.9) 
Previous caesarean section 52 (13.7) 
Obstructed labour 48 (12.6) 
Active phase of labour 42 (11.1) 
Preterm baby 33 (8.7) 
Foetal distress 20 (5.3) 
Eclampsia 19 (5.0) 
Mal-presentation 12 (3.2) 
Poor obstetric history 9 (2.4) 
Post dates 9 (2.4) 
Fully dilated on arrival  9 (2.4) 
Multiple pregnancy 8 (2.1) 
Failure to progress in labour  7 (1.8) 
Prelabour rupture of membranes 5 (1.3) 
Neonatal demise 5 (1.3) 
Foetal anomalies 3 (0.8) 
Ante partum haemorrhage 2 (0.5) 
Delivered in ambulance 2 (0.5) 
Intrauterine growth retardation 1 (0.3) 
Others  3 (0.8) 
Totals 380 (100) 
 
4.2.8 Comparison of diagnoses between district and regional hospitals 
 
The diagnoses of the referrals made at district hospitals are comparable to those made 
at the regional hospital.  The most frequent diagnoses made were medical disorders, 
previous caesarean section, obstructed labour, preterm baby, foetal distress and 
eclampsia.  The major point of departure was that 42 (11.1%) of the cases referred for 
failure to progress in labour or obstructed labour were actually found to be in the 
active phase of labour according to criteria described by the Medical Research 
Council (2005: 3).  Two of the referrals delivered in the ambulance on the way to the 
regional hospital. 
 
4.2.9 Reasons for referral 
 
The reasons given by maternity care providers at district hospitals for referring the 
pregnant women to the regional hospital are presented in Table 4.6.  The reasons for 
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the transfers were shortage of maternity care providers (150 [60.0%]), lack of 
expertise (83 [33.2%]), lack of equipment (12 [4.8%]), lack of drugs in four instances 
(1.6%) while one (0.4%) was referred because of “lack of facilities for caesarean 
section”.  In the latter case it was difficult to establish whether the problem was lack 
of equipment, maternity care providers or drugs.  In some cases there was more than 
one reason for the referral hence the discrepancy between the actual number of 
referrals and the reasons given for referral. 
 
Specifically identified reasons for the lack of equipment include no theatre facilities, 
no cardio-tocograph, no functional laboratory and no ultrasound facilities.  One case 
was referred for unspecified “current equipment problems”.  Ultrasound facilities 
should be available at district hospitals according to The Primary Health Care 
Package for South Africa (Department of Health, 2001:18) (hereafter called “the 
Package”) therefore referral of any pregnant woman because of absence of ultrasound 
equipment is inappropriate. 
 
Table 4.6: Reasons for referral 
 
 
 
 
 
 
Reasons for referral Number of referrals (%) 
Lack of staff 150 (60.0) 
Lack of expertise 83 (33.2) 
Lack of equipment 12 (4.8) 
Lack of drugs 4 (1.6) 
Other 1 (0.4) 
Totals 249 (100) 
 
4.2.10 Adequacy of referral 
 
Referral notes were used to assess adequacy of referrals with respect to the following: 
clinical details, management received prior to the transfer, timelines of referral and 
the appropriateness of the referral. 
 
4.2.10.1 Clinical details of referral notes 
 
Clinical details were assessed for presence, absence or completeness of the following 
attributes, namely history, findings, diagnosis and the reason for the referral.  Clinical 
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details were assessed as “good” if they covered all four attributes.  If one or more 
attributes were omitted then the clinical details would be assessed as being “poor” in 
content.  This method of assessment of the quality of content of clinical details is a 
modification of the one used by Lachman and Stander (1991: 98).  It was sometimes 
cumbersome to assess this information as different formats were used by various 
hospitals. 
 
Table 4.7: Quality of referral notes  
 
Quality of referral notes Number of referrals (%) 
Good 211 (92.5) 
Poor 10 (4.4) 
No notes available 7 (3.1) 
Totals 228 (100) 
 
As shown in Table 4.7, in 211 (92.5%) of the referrals the quality of clinical details 
was assessed as “good” and in only ten (4.4%) were they assessed as being “poor” in 
content.  Referral notes were not available in seven (3.1%) medical records and 
therefore, it was not possible to assess their quality. 
 
4.2.10.2 Management prior to decision to refer 
 
Management of the referrals at the district hospitals prior to their transfer to the 
regional hospital was assessed.  For example, an eclamptic patient should receive 
treatment to reduce the blood pressure and also to prevent further convulsions.  If such 
management was applied then this would be classified as “Good management”.  An 
assessment would be classified as “Poor Management” if management was 
unsatisfactory or referral to the regional hospital was delayed.  Judgement on the 
adequacy of management prior to referral was determined based on the professional 
expertise of the researcher and the research assistant.  The results are shown in Table 
4.8.  
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Table 4.8: Management prior to decision to refer 
 
Management prior to transfer Number of referrals (%) 
Good 194 (85.1) 
Poor 16 (7.0) 
Not applicable 11 (4.8) 
No notes available 7 (3.1) 
Totals 228 (100) 
 
In 194 (85.1%) of the referrals management was considered to be good.  However, in 
16 (7.0%) referrals the management was considered to be poor.  Examples of poor 
management include a pregnant woman with antepartum haemorrhage who was not 
adequately managed prior to transfer.  Some pregnant women with high blood 
pressure were not adequately treated with antihypertensive drugs, while in others 
labour was not suppressed prior to transfer.  A case of abnormal labour lasting thirteen 
hours was not actively managed.  Another patient was fully dilated for three hours 
prior to transfer and referral of patients with hypertension was delayed.  The group of 
11 (4.8%) cases referred for planned caesarean section or suspected foetal anomalies 
are indicated as “not applicable” as they do not require active management prior to 
transfer. 
 
4.2.10.3 Timelines of referral 
 
Results of this analysis are presented in Graph 4.4.  Referrals were assessed as having 
been made in time in 208 (91.7%) of cases.  It was considered that referrals were 
delayed in 14 cases (5.7%) based on the clinical expertise of the researcher and the 
research assistant.  Six (2.6%) of the referrals could not be classified as medical 
records were missing and the researcher had no concrete evidence for a judgment. 
 
The majority of referrals (209 [91.7%]) were made timeously.  However, there was a 
delay in transferring a number of referrals (13 [5.7%]) to the regional hospital.  
Included among those in whom referral were delayed are the following: imminent 
eclampsia, hypertension not treated, a case of hypertension kept for twelve days 
before referral resulting in an intrauterine foetal demise, poor progress in labour or 
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obstructed labour kept between three and thirteen hours prior to referral and a case of 
antepartum haemorrhage due to placenta praevia. 
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Graph 4.4: Timelines of referral 
 
4.2.11 Availability of clinical records 
 
Assessment was based on the following factors, namely whether an antenatal card was 
available and whether the partogram was available to the regional hospital. 
 
4.2.11.1 The antenatal card 
 
The presence or absence of the antenatal card was assessed in the 180 (79.0%) 
referrals who had attended antenatal care.  Table 4.9 shows the results of this analysis.  
The majority (163 [(90.6%]) of these referrals presented with their antenatal cards 
while 17 (9.4%) of them did not present the antenatal card. 
 
Table 4.9: Availability of the antenatal card 
Availability of the antenatal card Number of referrals (%) 
Available 163 (90.6) 
Not available 17 (9.4) 
Totals 180 (100) 
 
4.2.11.2 The partogram 
 
The results of this analysis are presented in Graph 4.5.  The partograms for 19 (8.3%) 
women in labour were submitted with the referral but were not included with 94 
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(41.2%) of the referrals.  “Not applicable” includes a group of 112 (49.1%) pregnant 
women who were referred either antenatally (before the onset of labour) or in the 
latent phase of labour (prior to established labour) because no partogram would have 
been made for this category of referrals.  It was not possible to assess the availability 
of the partogram in three instances because the referral notes were missing. 
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Graph 4.5: Availability of the partogram 
 
It has been stated in the Glossary that the partogram directs the management of 
labour.  If a pregnant woman is referred in established labour, it is imperative that the 
partogram is sent with her.  This enables maternity care providers at the regional 
hospital to acquaint themselves with what has happened to the patient and her unborn 
baby thus far.  When one looks specifically at the 113 (50%) referrals that were 
referred while in labour, the partogram was sent in only 19 (16.8%) cases.  Although 
clinically indicated, the partogram did not accompany 94 (83.2%) of referrals. 
 
4.2.12 Assessment of transport adequacy 
 
The following factors were assessed, namely; stabilisation prior to referral, whether 
the regional hospital was contacted about the transfer and whether the referral was 
accompanied by a trained person. 
 
4.2.12.1 Stabilisation prior to transfer 
 
Table 4.10 presents results of this analysis.  The majority (134 [58.8%]) of the 
referrals were emergencies and were adequately stabilised prior to transfer.  In five 
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(2.2%) emergencies the stabilisation was considered to have been inadequate.  This 
included cases where labour was not suppressed prior to referral for foetal distress, 
treatment not applied for severe hypertension, and resuscitation not applied for 
antepartum haemorrhage.  Pregnant women referred antenatally for elective caesarean 
section and those referred for an opinion do not require stabilisation, hence the “not 
applicable” group which consisted of 82 (36.0%) of the referrals.  Records were 
missing in seven (3.1%) of the referrals therefore this aspect of stabilisation could not 
be evaluated. 
 
Table 4.10: Adequacy of stabilisation prior to transfer 
 
Adequacy of stabilisation Number of referrals (%) 
Adequate 134 (58.8) 
In adequate 5 (2.2) 
Not applicable 82 (36.0) 
Can not determine 7 (3.1) 
Totals 228 (100) 
 
4.2.12.2 Hospital contact 
 
Table 4.11 presents the data on the telephonic contact between the district and 
regional hospitals.  In 195 (85.9%) instances the regional hospital was informed about 
the need for a referral.  In 18 (7.9%) instances there was no telephonic contact made 
between the district and regional hospitals.  It was not possible to establish whether 
telephonic contact was made or attempted in ten (4.4%) referrals because the relevant 
information was not in the maternity case records.  Four (1.8%) of the referrals were 
made antenatally and telephonic contact was not considered necessary because these 
cases presented a referral letter at the antenatal clinic at the regional hospital. 
 
Table 4.11: Telephonic contact between hospitals 
 
Telephonic contact Number of referrals (%) 
Contact was made 196 (85.9) 
Contact was not made 18 (7.9) 
Not applicable 4 (1.8) 
Unable to determine 10 (4.4) 
Totals 228 (100) 
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4.2.12.3 Accompaniment in ambulance 
 
In all cases, a paramedic accompanied the referrals as per departmental policy 
(Department of Health, 2000:16; Moodley, 2006(a):87).  Table 4.12 presents an 
assessment of whether a midwife should have accompanied the referral. 
 
Table 4.12: Need for a midwife 
 
Need for a midwife Number of referrals (%) 
Needed 70 (30.7) 
Not needed 154 (67.5) 
Missing records 4 (1.8) 
Totals 228 (100) 
 
In 154 (67.5%) instances the pregnant woman and/or her foetus were unlikely to 
suffer serious effects during the trip from the district to the regional hospital.  
However, in the opinion of the researcher, 70 (30.7%) of the referrals should ideally 
have been accompanied in the ambulance by a midwife.  Pregnant women in 
obstructed labour, those with severe hypertension and/or complications thereof such 
as severe pre-eclampsia and eclampsia, women in labour with a mal-presentation of 
the foetus (such as breech presentation), those with a heart problem, those with foetal 
distress, and those with antepartum haemorrhage should always be accompanied by a 
midwife in an ambulance.  It was not possible to give an opinion on the remaining 
four (1.8%) cases as the relevant information was not in the maternity case records. 
 
4.2.13 Appropriateness of referral 
 
Appropriateness of a referral was determined based on the criteria defined in the 
Guidelines for Maternity Care in South Africa (Department of Health, 2000) 
(hereafter called “the Guidelines”) and in the Package (Department of Health, 2001).  
Results are reflected in Graph 4.6.  The majority of the referrals (148 [64.9%]) were 
not based on the criteria defined in the Guidelines (Department of Health, 2000) and 
in the Package (Department of Health, 2001) while criteria were fulfilled in 78 
(34.2%) cases.  In two (0.9%) of the referrals this aspect could not be assessed 
because clinical records were missing from the maternity case records. 
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Graph 4.6: Appropriateness of referral 
 
4.2.14 Mode of delivery 
 
The mode of delivery of the referrals is reflected in Table 4.13.  The majority of the 
referrals (144 [63.2%]) were delivered by caesarean sections, followed by normal 
vaginal deliveries in 76 (33.3%) of the cases and the rest were assisted vaginal and 
vaginal breech deliveries each contributing three (1.3%) of all deliveries.  Two (0.9%) 
of the referrals were sent back to the respective district hospitals undelivered (one was 
sent back after achieving control of hypertension and the second one was referred 
back for an elective caesarean section to be performed at the local district hospital). 
 
Table 4.13: Mode of delivery 
 
 
 
 
 
 
Mode of delivery Number of referrals (%) 
Caesarean section 144 (63.2) 
Normal vaginal delivery 76 (33.3) 
Assisted vaginal delivery 3 (1.3) 
Assisted breech delivery 3 (1.3) 
Undelivered 2 (0.9) 
Totals 228 (100) 
 
When one looks specifically at the mode of delivery of the 70 (30.3%) cases that were 
referred for failure to progress in labour (36 [10.4%]cases) and those referred for 
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obstructed labour (34 [9.9%]cases) the following picture emerges as shown in Table 
4.14. 
Table 4.14: Mode of delivery of selected cases 
 
 Normal 
vaginal 
deliveries(%) 
Assisted 
vaginal 
deliveries(%)
Assisted 
breech 
deliveries(%)
Caesarean 
section(%) 
Totals(%)
Failure to 
progress 
in labour 
 
17 (47.2) 
 
1 (2.8) 
 
0 (0.0) 
 
18 (50.0) 
 
36 (100) 
Obstructed 
labour 
6 (17.7) 1 (2.9) 0 (0.0) 27 (79.4) 34 (100) 
Totals 23 (32.9) 2 (2.9) 0 (0.0) 45 (64.3) 70 (100) 
 
The caesarean section rate in this group of referrals is high.  Eighteen (50.0%) of the 
36 (10.4%) cases referred for failure to progress in labour and 27 (79.4%) of those 
referred for obstructed labour (34 [9.9%] cases) were delivered by caesarean section.  
This gives an overall caesarean section rate of 45 (64.3%) for the 70 (20.3%) cases. 
 
In addition 27 (87.1%) of the 31 cases where the indication for referral was only 
previous caesarean section were delivered by caesarean section.  In the remaining four 
(12.9%) cases vaginal birth after caesarean was successful. 
 
4.2.15 Maternal outcome of the referrals 
 
Table 4.15 presents these results.  There were no maternal complications in the 
majority (198 [80.8%]) of the referrals.  Nineteen (7.8%) referrals suffered minor 
complications which included three cases of anaemia necessitating a blood 
transfusion, three cases of Haemolysis Elevated Liver Enzymes and Low Platelets 
(HELLP) syndrome, three cases of postpartum haemorrhage necessitating a blood 
transfusion, two cases of oliguria and a case of manual removal of a retained placenta 
following delivery in the ambulance. 
 
Five (2.0%) of the referrals sustained major complications which included resuturing 
of a burst abdominal wound, two cases of pulmonary oedema, laparotomy for 
postpartum haemorrhage and a case of ruptured uterus in a primigravida patient that 
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necessitated repair under general anaesthesia.  Twenty (8.2%) of the referrals were 
admitted to the High Care Unit (HCU) and three (1.2%) to the Intensive Care Unit 
(ICU).  There were no maternal deaths. 
 
Table 4.15: Maternal outcome of the referrals 
 
 
 
 
 
 
Maternal outcome Number of referrals (%) 
No complications 198 (80.8) 
Minor complications 19 (7.8) 
Major complications 5 (2.0) 
Admitted HCU 20 (8.2) 
Admitted ICU 3 (1.2) 
Totals 245 (100) 
 
4.2.16 Neonatal outcome 
 
Table 4.16 displays the results of the neonatal outcomes.  216 (90.8%) of all babies 
born were live births, 11 (4.6%) were stillbirths (this included two neonates with 
multiple anomalies, three neonates with intrauterine foetal demise at the district 
hospital and the remaining five stillbirths were probably avoidable had caesarean 
sections been performed at the district hospital).  One (0.4%) neonate suffered 
hypoxic encephalopathy and nine (3.8%) of the neonates were admitted to the High 
Care Unit (HCU).  The one (0.4%) early neonatal death was a result of multiple foetal 
anomalies. 
 
Table 4.16: Neonatal outcome 
 
Foetal outcome Number of referrals (%) 
Live babies 216 (90.7) 
Stillbirths 11 (4.6) 
Hypoxic encephalopathy 1 (0.4) 
Neonatal deaths 1 (0.4) 
Admitted HCU 9 (3.8) 
Admitted ICU 0 (0.0) 
Totals 238 (100) 
 
4.2.17 Birth weights of neonates 
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Results for this analysis are shown in Table 4.17. 
Table 4.17: Birth weights of neonates 
 
 Number of 
babies Average Minimum Maximum 
Standard 
deviation
Neonate 1 226 2999gm 860gm 4780gm 649gm 
Neonate 2 9 2547gm 2100gm 3160gm 347gm 
Totals 235 2982gm 860gm 4780gm 644gm 
 
Legend: Neonate 1 = single births, Neonate 2 = multiple births/twins 
 
As can be seen from Table 4.17 there were nine sets of twins providing a larger 
number of babies than deliveries.  The average weight of neonate one (single births) 
was 2998 gm (range 860 gm to 4780 gm, standard deviation 649 gm).  The average 
weight for neonate two (twin births) was 2547 gm (range 2100 gm to 3160 gm, 
standard deviation 347 gm).  The average birth weight for single and twin neonates is 
2982 gm (range 860 gm to 4780 gm, standard deviation 644 gm).  Two of the referrals 
were discharged back to their district hospitals undelivered and therefore did not form 
part of this statistic. 
 
The incidence of twins in this study is 4%.  This is comparable to the incidence of 
twins in Nigeria which is 4.5%, but much higher than the 1% incidence found among 
Caucasians.  Twins are generally commoner in blacks (Howarth In Cronjé and 
Grobler, 2003:365). 
 
4.2.18 Duration of stay at the regional hospital 
 
An analysis was made of the duration of stay of the referral at the regional hospital.  
Results are displayed in Graph 4.7. 
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Graph 4.7: Days of stay at the regional hospital 
 
The average duration of stay at the regional hospital for the 228 referrals was 3.6 days 
(range 0 to 27 days, mode 3 days, frequency of mode 67 (referrals) and standard 
deviation 2.9 days). 
 
Two pregnant women were referred as foetal distress and as a previous caesarean 
section in established labour, respectively.  They both went on to deliver vaginally 
soon after arrival and opted to go back to the district hospitals of origin in the same 
ambulance that had transported them to the regional hospital.  Their duration of stay is 
therefore indicated as 0 days. 
 
The one referral with the longest duration of stay of 27 days was admitted in heart 
failure with a preterm baby at 33 weeks of gestation.  She responded to medical 
treatment.  However, three weeks after admission an emergency caesarean section had 
to be performed because of foetal distress.  A live baby was delivered with a weight of 
2340 gm.  This referral was discharged five days later.  There were neither maternal 
nor neonatal complications after delivery.  The duration of stay was further analysed 
by mode of delivery.  Results are displayed in Table 4.18. 
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Table 4.18: Duration of stay by mode of delivery 
 
Mode of 
delivery 
Number of 
referrals(%) 
Mean 
(days) 
Mode 
(days) 
Frequency 
of mode 
(referrals) 
Minimum 
(days) 
Maximum 
(days) 
Standard 
deviation 
(days) 
Vaginal 
delivery  
82 (36.3) 2.4 1.0 33 0.0 9.0 1.9 
Caesarean 
section 
144 (63.7) 4.3 3.0 60 1.0 27.0 3.1 
Totals 226 (100) 3.6 3.0 67 0.0 27.0 2.9 
 
The majority (144 [63.7%]) were delivered by caesarean section. Their average 
duration of stay was longer (4.3 days) compared to the average duration of stay of 2.4 
days for the 82 (36.3%) referrals who delivered vaginally. 
 
In general women that were delivered by caesarean section stayed longer (minimum 
stay 1 day, maximum stay 27 days, standard deviation 3.1 days) than those who 
delivered vaginally (minimum stay 0 days, maximum stay 9 days, standard deviation 
1.9 days). 
 
4.2.19 The discharge summary 
 
The discharge summary form (hereafter called “the Summary”) is contained in the 
maternity case record (Department of Health, undated: 19-20).  The Summary should 
be completed in duplicate, and the original given to the woman upon discharge.  The 
copy is retained in the maternity case record.  Table 4.19 presents data obtained with 
respect to the Summary.  Two hundred and ten (92.1%) of the referrals were given the 
Summary upon discharge from the regional hospital.  In 16 (7.0%) of the referrals the 
Summary was not completed.  In two (0.9%) instances it was not possible to establish 
whether the discharge summary was written or not.  
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Table 4.19: The discharge summary 
Completion of the discharge summary Number of referrals (%) 
Completed and given to woman 210 (92.1) 
Not completed  16 (7.0) 
Not sure 2 (0.9) 
Totals 228 (100) 
 
4.3 Summary 
 
Results that emerged after analysing the data have been presented.  The filing system 
for maternity case records at the regional hospital is reliable.  It was possible for the 
clerks working at the Registry to retrieve all the 228 cases records that formed the 
research sample.  This made it possible for the researcher and research assistant to 
access these records and retrieve data that was critical to the success of the study. 
 
The quality of the maternity case records was generally good.  There were, however, 
some areas of concern.  Some referral letters were missing from the case records.  In 
other instances the referral letters were illegible making it difficult to extract the 
relevant information.  The various hospitals use different formats of referral letters 
thereby compounding the problems mentioned above.  
 
The interpretation of the findings follows in Chapter 5. 
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CHAPTER 5 
 
 
DISCUSSION OF FINDINGS, CONCLUSIONS, RECOMMENDATIONS, THE 
REFERRAL STRATEGY AND THE RESUMĖ 
 
5.1 Introduction 
 
Chapter 4 described the results of the analysis and interpretation of the data collected.  
In this chapter the focus is on a discussion of the findings, conclusions, 
recommendations, the referral strategy and the résumé. 
 
The researcher follows the advice of Bless, Higson-Smith and Kagee (2006:167), who 
recommend that after interpreting the findings, it is useful to summarise the aims of 
the research, compare these with the findings and draw conclusions on how much and 
in which manner the goal has been achieved.  The research goal and objectives that 
were set out for the study are reiterated in the next sub-section. 
 
5.2 Goal and objectives 
 
The research goal and objectives are as follows. 
 
5.2.1 Research goal 
 
The goal for this study is to describe the referral profile of pregnant women sent from 
district hospitals to a regional hospital in the Eastern Cape Province. 
 
5.2.2 Research objectives 
 
Using the criteria described in the Guidelines for Maternity Care for South Africa 
(Department of Health, 2000) and in the Primary Health Care Package for South 
Africa (Department of Health, 2001), the researcher will describe: 
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• the reasons for referral of pregnant women from district hospitals to a regional 
hospital ( Frere Hospital) in the Eastern Cape Province; 
 
• the proportion of these referrals that meet the criteria for appropriate referral 
from district hospitals to the regional hospital; and 
 
• the development of a referral strategy for implementation in the Eastern Cape 
Province. 
 
The following sub-section will demonstrate how effectively the goal and objectives 
have been realised. 
 
5.3 Discussion of findings 
 
This is a discussion of findings that emerged from analysis of the data. 
 
5.3.1  Profile of pregnant women referred 
 
The profile of pregnant women referred in the research area has been established.   
This will be discussed in the following sub-sections. 
 
5.3.1.1 Age distribution of the referrals 
 
The pregnant women referred (hereafter called “the referrals”) were in the 12 to 43 
years age range, with the average age being 25.7 years.  One (0.4%) referral was 12 
years old and 55 (24.1%) were teenagers aged between 13 and 19 years. One hundred 
and seventy-four (76.3%) of all referrals were aged 30 years or younger.  The 
majority of referrals (117 [51.3%]) presented during their first, second or third 
pregnancy. 
 
The average age of the referred women of 25.7 years is comparable to the median age 
of 29 years found by Mugambe, Nel, Hiemstra and Steinberg (2007:16) in a study 
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conducted among women attending the antenatal clinic of the Cecilia Makiwane 
Hospital (the second hospital in the East London Hospital Complex). 
 
A large number of referrals presented with teenage pregnancy [55(24.1%)].  
According to Moultrie and McGrath (2007:443) in 2004 the proportion of women 
under the age of 20 attending antenatal care in South Africa was 19.5%.  It was not 
clear why the rate of teenage pregnancy is higher in the study area.  However, rates 
for teenage pregnancy vary from region to region and international comparison is 
difficult because of differences in reporting.  The most authoritative paper on this 
topic is by Langille (2007:176) who reported a pregnancy rate of 33.9 per 1000 
females aged 15-19 years in Canada, with corresponding figures being 60.3 and 76.4 
for England and Wales and the United States, respectively.  The rate of teenage 
pregnancy in South Africa was 73 births per 1000 women under the age of 20 in 2005 
(Moultrie and McGrath, 2007:442). 
 
The preponderance of women in the younger age groups is probably a reflection of 
South Africa’s population demographics, where 61.5% of the population is younger 
than 30 years of age (Grobler, Wărnich, Carrell, Elbert and Hatfield, 2006:71). 
 
5.3.1.2 Gravidity and parity of the referrals 
 
The majority of the referrals presented in their first pregnancy (the gravidity) (117 
[51.3%]).  Most of the women presented during their first, second or third 
pregnancies, this accounting for 209 (91.6%) of all referrals.  One hundred and twenty 
four (54.4%) of all referrals had had no children (the parity) before the index 
pregnancy.  Some referred women had had an abortion or abortions prior to the index 
pregnancy, hence the discrepancy between the number of referred women presenting 
during their first pregnancy (the gravidity) and those who had had no children ( the 
parity) prior to referral. 
 
In a study conducted among women attending the antenatal clinic at the Cecilia 
Makiwane Hospital ( a level 2 hospital) in the Eastern Cape Province by Mugambe 
(2005:8) 32% of these women were primigravida (gravida one) and 86.6% of the 
women presented during their first, second or third pregnancy.  Although the rate of 
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primigravidity differs between the two studies the number of women presenting 
between their first and third pregnancies is comparable. 
 
5.3.1.3 Area and hospitals of origin of the referrals 
 
Most of the referrals (161 [70.7%]) came from hospitals within the most densely 
populated Amathole District Municipality (population 1,664,256) with few coming 
from Chris Hani (48 [20.9%]) (population 810,304) and Ukhahlamba (19 [8.4%]) 
(population 341,338) district municipalities (Eastern Cape Province, 2001). 
 
There is a discrepancy in the number of pregnant women referred from the three 
district municipalities.  The Amathole District Municipality is the most densely 
populated district municipality, with Chris Hani and Ukhahlamba District 
Municipalities being the least densely populated, respectively (Eastern Cape Province, 
2001).  However this difference in population density alone is unlikely to explain the 
large number of pregnant women being referred from district to the regional hospital 
within the Amathole District Municipality.  It is possible that hospitals in the 
Amathole district municipality have a greater shortage of maternity care providers, 
especially doctors, than the other two district municipalities.  The other possibility 
might be that some pregnant women are being referred from hospitals within the Chris 
Hani District and the Ukhahlamba District Municipalities to other regional hospitals 
within the Eastern Cape Province (such as the Umthatha General Hospital) or the 
neighbouring Free State Province (such as the Pelonomi Hospital in Bloemfontein), 
respectively.  This may be resolved by future research as will be indicated later in the 
discussion (see section 5.5.3). 
 
5.3.1.4 Attendance for antenatal care 
 
One hundred and eighty (78.9%) of all referrals had attended antenatal care.  Forty-
three (21%) of all referrals either did not attend antenatal care or information was not 
available to assess this aspect.  Antenatal cards of 163 (90.6%) of the 180 (78.9%) 
referrals who had attended clinics for antenatal care were made available to maternity 
care providers at the regional hospital. 
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The antenatal record of a 34 year old referral is worth mentioning because it 
exemplifies excellent antenatal care. This record contained a detailed history 
regarding obstetric, medical and surgical aspects.  In addition education pertaining to 
pregnancy, namely: breast feeding and breast care; diet in pregnancy; possible 
infections; monitoring the foetus; dangers in pregnancy; signs of labour; as well as 
sexually transmitted diseases including the immune deficiency virus were addressed. 
Furthermore, all relevant observations made during antenatal visits were properly 
documented on the antenatal card. The latter was made available to the regional 
hospital. This antenatal record could be used as an example of good antenatal care, 
education and communication. 
 
5.3.2 Diagnosis of the referrals 
 
The diagnoses of the referred pregnant women have been established.  The 
commonest diagnoses are medical disorders (94 [27.2%]), previous caesarean sections 
(52 [15.1%]), failure to progress in labour (36 [10.4%]), obstructed labour (34 
[9.9%]), pregnancies with a preterm baby (33 [9.6%]), eclampsia (18 [5.2%]) and 
foetal distress (14 [4.1%]).  Other diagnoses such as mal-presentation, poor obstetric 
history, post-term gestation, multiple pregnancy, pre-labour rupture of membranes, 
ante partum haemorrhage, intrauterine foetal demise, foetal anomalies, intrauterine 
growth retardation, spastic quadriplegia, “gross obesity”, meconium stained liquor, 
severe spinal deformity, absence of ultrasound facilities and “young primigravida” 
were cited less frequently.  A number of referrals (42 [11.1%]) were found to be in the 
active phase of labour on arrival at the regional hospital. 
 
5.3.3  Communication between hospitals 
 
The level of communication between hospitals has been established.  Telephonic 
contact was made in 196 (85.9%) of all referrals as indicated in Table 4.11.  The 
quality of referral notes was good in the majority of referrals (211 [92.5%]).  
However, of the 113 (50%) women referred while in labour, the partogram was 
presented in only 19 (16.8%) and not in the other 94 (83.2%) referrals.  A significant 
number of referrals were referred from district hospitals to the regional hospital 
without antenatal cards, records of observations, maternity case record or a partogram.  
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This is contrary to national policy (Department of Health, 2000:18; Moodley, 
2006(a):87; 2006(b):93). 
 
5.3.4 Management prior to referral 
 
Management of the diagnosed problem prior to transfer of the referral was considered 
good in 194 (85.1%) of all referrals.  The 16 (7.0%) cases in which management was 
considered to have been poor were mentioned in section 4.2.8.2.  In 139 (61.0%) of 
all referrals stabilisation of the referral was indicated prior to transfer to the regional 
hospital.  The majority of them (134 [58.84%]) were adequately stabilised.  Details of 
the remaining cases, five (2.2%), that were not stabilised prior to transfer were given 
in section 4.2.10.2.  The researcher drew on his professional expertise in consultation 
with the research assistant to decide on the effectiveness of pre-referral management.  
 
5.3.5 Timelines of referral 
 
The majority of the referrals (208 [91.7%] were referred timeously while referral of 
14 (5.7%) cases were delayed.  It is reassuring that adverse maternal and neonatal 
outcomes were minimal despite the delayed referral. 
 
5.3.6 Accompaniment during transfer 
 
In 70 (30.7%) of the referrals the researcher is of the opinion that their medical 
conditions warranted accompaniment by a midwife in the ambulance.  These 
conditions were indicated in 4.2.10.3.  However, these patients were not accompanied 
by a midwife.  This put the life of the referral and/or unborn child at a significant risk 
of suffering untoward danger during the trip to the regional hospital. 
 
It is reassuring that adverse maternal and neonatal outcomes were minimal. Patient 
safety is of paramount importance in all health-care systems (Donaldson and Phillip, 
2004:892). 
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5.3.7 Appropriateness of referrals 
 
The researcher was able to determine which referrals met the criteria defined in the 
Guidelines for Maternity Care for South Africa (Department of Health, 2000) 
(hereafter called “the Guidelines”) and in the Primary Health Care Package for South 
Africa (Department of Health, 2001) (hereafter called “the Package”) for appropriate 
referral from district hospitals to the regional hospital.  One hundred and forty-eight 
(64.9%) of the referrals met the criteria for referral whereas 78 (34.2%) of the 
referrals did not meet the criteria for referral to the regional hospital. 
 
5.3.8 Mode of delivery 
 
Almost two-thirds (144 [63.2%]) of the 228 referrals were delivered by caesarean 
section.  Normal vaginal deliveries contributed 76 (33.3%) and the rest were assisted 
vaginal or breech deliveries, each contributing three (1.3%) of all deliveries. 
 
De Brouwere and van Lerberghe (2001:181) state that the caesarean section rate in 
public institutions is around 5%.  In this study the number of referrals that were 
delivered by caesarean section (144 [63.2%]) is high.  Results of analysis showed that 
31 (13.5%) cases were referred because of previous caesarean section and in 27 
(87.1%) of them caesarean section was repeated.  In addition 45 (64.3%) of the 70 
cases referred with dystocia in labour (failure to progress and obstructed labour) were 
also delivered by caesarean section.   
 
The research sample contained a high number of referrals in whom caesarean section 
was indicated and/or applied.  This may explain the higher than normal rate of 
caesarean section. However, ability to perform caesarean section for appropriate 
indications is one of the competencies and skills required of doctors working at 
district hospitals (Department of Health, 2001:18). Therefore, although referral of 
these cases is justifiable on clinical grounds, their referral on the basis of shortage of 
maternity care providers (especially doctors) is inappropriate because they do not 
fulfil the criteria as described in the Guidelines (Department of Health, 2000) and in 
the Package (Department of Health, 2001) for referral to a regional hospital. 
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5.3.9 Maternal outcome 
 
Adverse maternal outcomes were minimal.  Nineteen (7.8%) of all referrals suffered 
minor complications while five (2.0%) of all referrals suffered major complications.  
Twenty (8.2%) of the referrals were admitted to the High Care Unit and three (31.2%) 
to the Intensive Care Unit.  There were no maternal deaths recorded during the study 
period in this group of referrals.  The absence of major adverse maternal outcome is 
reassuring. 
 
5.3.10 Neonatal outcome 
 
Neonatal outcome was as follows.  Two hundred and sixteen (90.7%) of all neonates 
were live births.  Only one neonate (0.4%) suffered hypoxic ischaemic 
encephalopathy, nine (3.8%) had to be admitted to the High Care Unit and one (0.4%) 
was a neonatal death due to foetal anomalies.  There were 11 (4.6%) stillborn babies, 
of which five were probably avoidable had emergency caesarean sections been 
performed at district hospitals.  Transferring these referrals to the regional hospital is 
likely to have resulted in delayed interventions leading to the unfavourable outcomes. 
 
5.3.11 Discharge summary 
 
The majority of the referrals (210 [92.1%]) were given the discharge summary upon 
discharge from the regional hospital.  However, there is no policy in place for 
providing a feedback report to the regional hospital.  Therefore maternity care 
providers at district hospitals do not get a report regarding management and/or 
outcome of these referrals. 
 
The absence of feedback in this study has vindicated the finding by Ohara, Melendez, 
Uehara and Ohi (1998:433) in their study in which only 1.4% of the referrals was 
feedback made available to the referring institution. 
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5.4  Conclusions 
 
As previously mentioned a significant number of pregnant women (50-60%) attending 
public health care facilities require the services of a hospital and 5-10 % will require 
the services of a specialist obstetrician at a Level 2 or Level 3 hospital (Department of 
Health, 2000:12).  Most pregnant women should be managed at district hospitals 
according to criteria described in the Package (Department of Health, 2000) and in the 
Guidelines (Department of Health, 2001).  In the research area insufficient numbers of 
maternity care providers at district hospitals is the main reason cited for transfer of 
these pregnant women to the regional hospital.  This accounted for 150 (60.0%) of all 
referrals.  On the other hand lack of expertise accounted for 83 (33.2%) of all 
referrals. 
 
The maternity case record, the antenatal card and the partogram are often not made 
available to maternity care providers at the regional hospital.  This is in contravention 
of national policy (Department of Health, 2000:18; Moodley, 2006(a):87; 
2006(b):93). 
 
Feedback from the regional to district hospitals is lacking.  In none of the maternity 
case records reviewed was there an indication that a feedback report had been 
provided to the district hospital.  Ohara et al (1998:433) found a similar situation in 
their study in the Honduras.  The importance of a feedback process linking all levels 
of maternity care has been previously addressed.  Iles (2006: 11) states that when 
people know what is expected of them, and have skills (and competences) and 
resources (both financial and human) to achieve the expectation, they need regular 
feedback on how well or badly they are meeting the target.  The advantage of a proper 
feedback process is to provide an opportunity for maternity care providers to develop 
their skills and competencies. 
 
5.5  Recommendations 
 
Based on the findings of the research the following are suggested in order to realise 
the full benefits of the District Heath System and to streamline the referral of pregnant 
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women from district to regional hospitals in the research area. The recommendations 
are presented in the following subsections. 
 
5.5.1 Implications of study to clinical practice  
 
In order to reduce the number of referrals that do not meet the criteria for referral 
from district to regional hospitals in the research area attention needs to be paid to the 
number of maternity care providers and the level of communication as presented 
hereunder. 
 
5.5.1.1 Numbers of maternity care providers 
 
The greatest majority of pregnant women (148 [64.9%]) who should have been 
managed at district hospitals were inappropriately referred to the regional hospital 
because of a shortage of maternity care providers (150 [60.0%]).  Only 78 (34.2%) of 
the total referrals were appropriately referred to the regional hospital while a lack of 
expertise at district hospitals was mentioned in 83 (33.2%) cases. 
 
There was also a large number of referrals who should have undergone caesarean 
section at district hospitals.  Their duration of stay at the regional hospital was 
prolonged in comparison to those who delivered vaginally.  This leads to 
overutilisation of financial resources at the regional hospital and underutilisation of 
resources at district hospital level.  In addition this over-referral of pregnant women is 
likely to lead to increased work load on maternity care providers at the regional 
hospital and may result in their inability to provide quality care to complicated or 
critical obstetric cases. 
 
For these reasons there is an urgent need to increase the number of maternity care 
providers at district hospital level in the research area.  Oluwole (2006:2) and 
Bateman (2006:168) have alluded to the fact that a shortage of skilled medical 
attendants impacts negatively on service delivery.  This study has highlighted the 
situation in which shortage of maternity care providers led to the inappropriate 
referral of pregnant women from district to the regional hospitals. 
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5.5.1.2 Communication between hospitals 
 
The level of communication between district and regional hospitals needs to be 
improved.  Telephonic contact should be the norm in all referrals.  The importance of 
sending the maternity case record, including records of observations and the 
partogram (for those women referred while in labour), in all patient referrals among 
levels of maternity care needs to be emphasised to all maternity care providers. 
 
5.5.2 Implications of study to education 
 
The study has revealed a number of areas in which medical education needs to be 
strengthened in order to improve clinical practice.  These are discussed in the 
following subsections. 
 
5.5.2.1 Involvement of specialist obstetricians 
 
There is a need to encourage outreach visits by obstetricians (Moodley, 2006(a):86).  
This will enable maternity care providers at district hospital level to develop their 
skills and competencies to manage pregnant women (antenatally and in labour).  This 
will hopefully also reduce the number of pregnant women referred as obstructed 
labour or failure to progress in labour when in fact they are in normal labour (Medical 
Research Council, 2005:3). 
 
These specialists will also address the important issue of suppressing labour (where 
indicated) in referrals made while in established labour prior to transfer to the regional 
hospital.  Another advantage of an effective outreach programme by visiting 
obstetricians is to give advice in cases where expertise is required.  This would 
hopefully lead to a reduction in the number of pregnant women being referred because 
of “lack of expertise”. 
 
5.5.2.2 Education 
 
Education needs to be strengthened in all facilities providing maternity care.  This 
should entail encouraging the community to avail themselves of the benefits that 
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would accrue from attending antenatal clinics.  Pregnant women attending these 
clinics should be encouraged to keep their antenatal cards and make them available at 
all times (Department of Health, 2000:18).  Maternity care providers also need to be 
educated on the elements suggested in the proposed referral strategy (section 5.6). 
 
5.5.3 Implications of study for further research  
 
It was not possible to establish the reasons as to why many referrals take place within 
hospitals in the Amathole District Municipality.  It could be that there is an acute 
shortage of maternity care providers or other obstetric related factors in the research 
area.  Research should be conducted to determine the numbers, categories and skills 
level of the available maternity care providers in this district.  More specific 
investigation into the possible obstetric related factors should be undertaken. 
 
It has been mentioned that a large number of referrals presented with teenage 
pregnancy.  Teenage pregnancy is a public health concern because of the medical and 
social ramifications (Fawcus In Cronjé and Grobler, 2005:666).  Data from a study 
undertaken in rural Kwazulu-Natal in South Africa for the period 1990 to 2005 
suggests that teenage fertility rates have been declining since 2001 to the last reported 
level in 2005 of 73 births per 1000 women under the age of 20 (Moultrie and 
McGrath, 2007:442). It is important to establish why the rate of teenage pregnancy is 
higher in the research area than the national rate. 
 
5.6 The referral strategy 
 
Referral of pregnant women within the District Health System needs to be 
streamlined.  In order to achieve this a referral strategy should be in place.  This 
referral strategy should be applied in consultation with the Department of Health, 
Eastern Cape Province. 
 
Emphasis should be put on the knowledge and correct application of referral criteria 
as defined  in the Guidelines (Department of Health, 2000), the Package (Department 
of Health, 2001) and the recent report of the National Committee on Confidential 
Enquiries into Maternal Deaths in South Africa (Department of Health, 2006(c):19).   
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5.6.1 The proposed referral record 
 
The referral record in Figure 5.1 is proposed in an attempt to enable critical 
information to be provided by maternity care providers at district hospital level to the 
regional hospital in all cases of referred pregnant women. 
 
5.6.2 The proposed feedback record 
 
There is also a need for a standardised feedback record as proposed in Figure 5.2.  
The importance of this record is to provide feedback to maternity care providers at the 
district hospital about management received by pregnant women who were referred to 
the regional hospital.  The researcher recommends that the form be completed in 
triplicate.  The original should be given to the referral upon discharge from the 
regional hospital, the duplicate should be sent to the district hospital and the triplicate 
be retained in the patients’ maternity case records at the regional hospital. 
 
It is important to note that in a study by Lachman and Stander (1991:98) the better the 
quality of the referral letter the more likely was the probability that a feedback letter 
would be written to the referring unit.  Maternity care providers working in all 
referring institutions should be encouraged to write detailed notes in the proposed 
referral and feedback records. 
 
Ideally both the proposed referral record (Figure 5.1) and the proposed feedback 
record (Figure 5.2) should be incorporated in the maternity case record.  This will 
provide easy accessibility in cases of transfers and/or discharges because these records 
would be readily available. 
 
The use of standardised referral and feedback forms, and the importance of 
duplicating and/or triplicating these records for record keeping has been emphasised 
by Ohara et al (1998:433). 
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Referring unit: Referral unit: Date: 
Contact person: Contact person: Time contacted: 
Tel: Tel: Date and time ambulance 
contacted: 
  Date and time ambulance 
arrived: 
Patient’s name: Date of birth: Address: 
History and findings: 
Management/ Treatment to date:  (including resuscitation) 
Reason for referral: 
Notes: (1) Fill in duplicate (original to accompany pregnant woman, duplicate to be   
retained at base facility).  (2) Maternity case record to accompany pregnant woman. 
(3) Antenatal card to accompany pregnant woman. 
 
Figure 5.1: Proposed referral record: pregnant woman 
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Referral unit: Arrival Date and time: Referring unit: 
Contact person: Discharge date and time: Contact person: 
Tel:  Tel: 
Patient’s name: Date of birth: Address: 
History and findings: 
Management / Treatment given: Neonate 
 
Date of birth: 
 
Birth weight: 
 
Apgar score: 
 
Management received: 
Suggested follow up plan: 
Note: Complete in triplicate: give the original to patient on discharge, send the duplicate to the 
referring unit and retain the triplicate in patient’s maternity case record.  
 
Figure 5.2: Proposed feedback record: discharged woman 
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5.6.3 The proposed referral strategy 
 
An important element in the referral strategy is implementation of a system to monitor 
and audit referrals and the referral system as suggested by the Department of Health 
(2000:132) and Sikosana (2005:6).  
 
The proposed referral strategy encompasses the elements indicated below. 
 
1. District hospitals, community health centres and clinics (hereafter called “referring  
units”). 
 
In order for referring units to function properly these units should be provided with 
adequate numbers of maternity care providers.  In addition, there should be adequate 
provision of drugs and equipment. 
 
2. Referral process. 
 
The important elements for a successful referral process are: 
(i) identifying the need for a referral; 
(ii) fulfilling criteria for referral as defined in the Guidelines (Department of 
Health, 2000) and in the Package (Department of Health, 2001); 
(iii) implementing interventions to minimise morbidity and/or mortality; 
(iv) initiating a proper communication process (to ambulance station and regional 
hospital); 
(v) ensuring patient safety in the ambulance by providing equipment for 
emergency deliveries and resuscitation and qualified accompaniment; 
(vi) providing a referral record; and  
(vii) providing record of observations such as the partogram. 
 
3. Assessment and clinical management at the regional hospital. 
 
The main function of regional hospitals is to manage critical and difficult obstetric 
cases, with input from specialist obstetricians (Department of Health, 2000:11).  
These units should have an adequate number of maternity care providers and an 
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adequate supply of drugs and equipment for them to function optimally (Criel, 
1995:52; Van Lerberghe and Lafort, 2002:21). 
 
4. On discharge. 
 
The feedback record is proposed to replace the current discharge summary.  Maternity 
care providers working in all referring units and the discharged women will have to be 
educated on the importance of the feedback record. 
 
5. Feedback process. 
 
This is a critical element in the referral strategy.  The regional hospital should ensure 
that the second copy of the feedback record is received by the referring units.  The 
researcher would like to suggest that a designated Medical Officer (such as a Registrar 
in the Department of Obstetrics and Gynaecology at the regional hospital) should be 
appointed by the Medical Superintendent (in consultation with the Head of the 
Department of Obstetrics and Gynaecology at the regional hospital) to collect these 
feedback reports and ensure that they are dispatched to the Medical Superintendent at 
the relevant district hospitals on a monthly basis. 
 
Ohara et al (1998:441) state that feedback about referrals serves as a means of 
continuous education of health professionals. 
 
6. Audit of the referral system. 
 
In order for the audit process to function optimally, it is essential that a proper record-
keeping system is in place.  During the course of the study, it was possible to access 
all maternity case records (identified for the research sample) from the hospital 
Registry.  However, referral notes were found to be missing from a number of files.  
Therefore, processes need to be in place to ensure that clinical notes are retained in 
the maternity case records.   
 
There should be regular (eg. monthly) meetings of all stakeholders at the regional 
hospitals and also at the referring units to review the outcome and management of the 
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referrals between the different levels of maternity care.  The aim of the audit process 
is to identify strengths and weaknesses in the referral system and thereafter provide 
implementable suggestions either to consolidate (on the strengths) or remedy (in case 
of weaknesses) the system. 
 
The correct application of the proposed referral strategy is likely to result in an 
improvement in the quality, and in a reduction in the number, of referrals between 
district and regional hospitals.  This process is illustrated in Figure 5.3. 
(6) 
Audit of the referral system 
) (iii proper record keeping 
(iv) monthly audit meetings 
(5) 
Feedback process 
) 
i) regular audit me tings 
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providers 
(ii) drugs and 
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(2) 
Referral process 
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(iii) implement interventions e.g. 
stabilisation 
(iv) initiate proper 
communication process (to 
ambulance/hospital) 
(v) ensure patient safety in 
ambulance 
a. equipment for delivery 
b. equipment for 
resuscitation 
c. qualified 
accompaniment 
(vi) provide referral record 
(vii) provide record of 
observations e.g. partogram 
(3) 
Assessment and clinical 
management at regional 
hospital, provide: 
(i) maternity care 
providers 
(ii) drugs and 
equipment
(4) 
On discharge - 
provide feedback 
report to referring 
unit 
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Figure 5.3:  Proposed referral strategy for implementation in the Eastern Cape Province 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The researcher will conclude this study with the following résumé. 
 
5.7 The resume 
 
This is a quote taken from Genesis chapter 1 verse 3 of The Holy Bible (1971:3). 
 
“To the woman he said, 
 
I will greatly multiply your pain in child bearing; 
in pain you shall bring forth children.” 
 
Our mission as maternity care providers is to minimise the biblical pain described 
above.  This study has attempted to show where our system is failing in that goal.  
The researcher strongly believes that this study will help address this pressing issue. 
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